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PREFACE

The Hedth Resources and Services Adminigration's (HRSA) Maternd and Child Health Bureau
(MCHB), aleader in protecting the hedlth of our Nation's mothers and their children, is an outgrowth of
the Children's Bureau, founded in 1912. For close to 90 years, MCHB, or its predecessor, has worked
toward improving the hedth or welfare of mothers, infants, children, and youth, and supported a variety
of sarvices, induding:

*  Family planning and counsding
*  Wadl-childdinics
*  Immunizations
*  Lead poisoning prevention
*  Savicesfor low-income and minority women and children
o Community-based, family-centered services for children with specid hedth care needs
* Nationa or regiond projects, asfollows.
-- Research
Traning
Hemophilia diagnoss and trestment
Genetic screening, counsdling, and referra
Materna and child specid hedth improvement projects
-- Ryan White Title 1V HIV Program for Children, Y outh, Women and Families
-- Emergency medical servicesfor children
Infant mortaity reduction projects

MCHB adminigters the nationa programs on perinata and women's health with an emphasison
infant mortdity reduction. These programsinclude the Title V Maternd and Child Hedth Services
Block Grant and the Hedthy Start Initiative. The TitleV Materna and Child Health Services Block
Grant encompasses a nationa program of block grantsto States to assure that mothers (women of
childbearing age) and children, especidly those with low income or limited availability of hedth
sarvices, have access quaity maternal and child services, a program of Specid Projects of Regiona
and Nationa Significance (SPRANS); and a program of Community Integrated Service Systems
(CISS) to improve the hedth of the Nation's families and children. Under TitleVV, MCHB provides
the nationd focus for leadership in and coordination of Federd, State, local and non-government
efforts to promote hedthy births and to define the hedlth problems of women of childbearing age and
ther effects on family members. The Hedthy Start Initiative (HSl) focuses on the need to strengthen
and enhance community systems of perinatd care and chdlenges communitiesto fully address the
medica, behavioral and psychosocia needs of women and infants to ensure that dl have a hedthy start
in life. This program centers on: (1) the provison of community-based, culturdly senstive, family-
centered, comprehensive perinata services to women, infants and their familiesin communitieswith
extremdy high rates of infant mortdity; and (2) the integration of these servicesinto existing perinata
systems of care.

-iv-
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In addition, MCHB provides funds through many other vehicles, including research grants
designed to broaden the materna and child health knowledge base for materna and child hedlth
programs or programs for children with specid hedth care needs, training grants that focus on
providing leadership training within the various hedth professons for the provison of comprehensve
hedlth care to mothers and children, and skills enhancement of State and local maternal and child hedlth
personnel.

All of the MCHB-supported services or projects have as their goas the development of
(1) more effective ways to coordinate and deliver both dready existing and new systems of care,
(2) leadership for maternd and child hedlth programs throughout the United States, (3) innovative
outreach techniques that can identify and deliver gppropriate care and preventive education to at-risk
populations, (4) abody of knowledge that can be tapped by any part of the materna and child hedlth
community, and (5) sgnificant, fundamenta improvement in the lives and hedth of our Nation's
mothers and their children.

This guidance document addresses the specific requirements for development of applications for
Hedthy Start Initiative: Eliminating Disparitiesin Perinatd Hedth. Thisgrant program is authorized under
Section 301 of the Public Health Service Act (42 U.S. Code 241).
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CHAPTER | INTRODUCTION
A. Program Background and Objectives

The Hedthy Start Initiative (HSl) wasiinitidly established as a demondiration program in 1991,
based on the premise that community-driven strategies were needed to attack the causes of infant
mortdity and low birth weight, especidly among high risk populations. The principles guiding the
planning and operation of the program are innovation, community commitment and involvement,
increased access to services, service integration, and persond responsibility. A unique hdlmark of the
Initigtive is the development and mobilization of strong coditions of consumers, locd and State
governments, the private sector, schools, providers and neighborhood organizations to address infant
mortdlity reduction within communities by improving hedlth care access and outcomes for women and
infants, promoting hedthy behaviors and combating the causes of infant mortdity.

The Hedthy Sart Initiative: 1) is committed to implementing innovative community-based
interventions to support and improve perinata delivery sysemsin project communities;
2) focuses primarily on perinatal and infant clients and their families; 3) srives to assure that every
participating woman and infant gains access to the hedlth ddivery sysem and isfollowed through the
continuum of care; and, 4) provides strong linkages with the locd and State perinatd system.

During its Demongtration Phase (Phase I) which ended in 1997, there were 22 HSI demonstration
projects that developed and implemented community-based strategies to reduce infant mortaity in
areas with a high incidence of infant mortdity. These strategies affected al agpects of the continuum of
perinatal care. Perinata careis defined for the HSl projects as care during the period from
preconception through the first year of life (for both the infants and their families).

The primary mission of the HSl during Phase | was to identify and implement a broad range of
community-basad drategies for Sgnificantly reducing infant mortdity in communities with avery high
rate of infant mortality. Nine categories of community-driven infant mortaity reduction srategies have
emerged from the HS demondiration phase, including one organizationd modd and eight service
intervention models. These models are: 1) Community-Based Consortium; 2) Care Coordination/Case
Management; 3) Outreach and Client Recruitment; 4) Enhanced Clinica Services, 5) Family Resource
Centers, 6) Risk Prevention and Reduction; 7) Fecilitating Services, 8) Training and Education; and, 9)
Adolescent Programs.

In 1997, the HSI-Phase 11 broadened its primary mission by initiating support to additiona
communities seeking to adapt or replicate successful Hedthy Start strategies to reduce contributing
factors to infant mortality and improve perinata outcomes in conjunction with individua programs
dready underway. Currently there are 94 sites. Consideration for funding was given to projects
which operationaize one or more of the identified service models of intervention, whose
implementation appeared reasonable, appropriate, and could be accomplished within the project
period, and that are linked to a perinata system of care. Because of the commitment to community-
based drategies, al HS projects must have demonstrated evidence of a current working relationship
with a community-based consortium that has both: (1) active involvement in the proposed project area;

1
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and, (2) experience with implementing maternal and child hedlth strategies in the proposed project
aea. This phase has dso awvarded limited funds for infrastructure building and program planning at the
community level to assess acommunity's needs, resources and capability to adapt Hedthy Start
models via peer mentoring.

Through a separate, limited competition in 1997, 20 of the 22 HSl projects from Phase | were
provided grant funding for (1) continued support of successful strategies and interventions, and (2)
peer mentoring of new Hedthy Start communities and hedlth care providers, including managed care
organizations. These HS projects offer peer mentoring of those models for which Phase Il Federa
support has been approved. These projects may aso provide mentoring services to new HS
communities for currently operational modd s which are no longer supported by HSl funds, but were
initidly developed during the demongtration phase.

The purpose of the HSI-Phase |1 isto operationdize successful strategies developed during the
demondtration phase and to launch Hedlthy Start projects in new rura and urban communitiesin
conjunction with individual programs dready underway. The HSl-Phase Il program directly addresses
the Healthy People 2010 god related to eiminating hedth disparities, and in particular, the objectives
related to maternd and infant hedlth.

B. Purpose of Program Guidance

The god of this grant funding is to enhance acommunity’ s service system to address sgnificant
disparitiesin perinatal hedth indicators. Funding would be made available to up to 10 community
projects which have: 1) high infant mortality rates or other significant perinata hedth disparities among
one or more subpopulations; 2) an existing active consortium of stakeholders with over oneyear’'s
experiencein initiatives related to infant mortality reduction or diminating disparities in perinatd hedlth;
and 3) afeasible plan to reduce barriers, improve the loca perinata system of care, and work towards
eliminating exiging disparitiesin perinatal hedlth. In addition, they must demondrate established
linkages with key State and local services and resource systems, such as Title V, Title X1X, Title XXI,
WIC, Enterprise Communities’ Empowerment Zones, federdly funded community and migrant hedth
centers, and Indian/Triba Hedlth Services. This program guidance provides detailed instructions for
the development and submission of this grant application. Additionaly, it provides information on how
the application will be competitively reviewed and processed.

Under this competition, HSl funds shal be used to support the implementation and/or adaptation of
the essential components of the two (2) required Hedlthy Start model's of consortium, case
management. More detailed information regarding these modd's can be found in Attachment E.
Funding for start-up of enhanced dlinica services (see Enhanced Clinical ServicesModd in
Attachment E) for targeted individuas resding in the proposed project arealeading to reimbursement
of these services by Medicaid will be considered pending availability of funds. If any of these models
are aready adequatdly provided in the project areathrough other funding resources, the application
narrative should describe how these Strategies are integrated into the project plan. HSl funds should
not duplicate or supplant exigting resources. As funding and infrastructure alow, gpplicants can
request funding to support implementation/ adaptation of other Hedthy Start service models.

2
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Successful applicants will be expected to participate as a mentee in the ongoing mentoring process.

C. Maternal and Child Health Bureau Statement

1. Healthy People 2010

The Hedlth Resources and Services Adminigtration (HRSA) and MCHB are committed to
achieving the hedlth promotion and disease prevention objectives of Healthy People 2010, a
HRSA-led national activity for setting priority areas. Hedthy Start addressesissuesrelated to
the Hedlthy People 2010 objectives. Specificaly, HSl addresses Hedlthy People 2010
Objective Numbers: 16-1; 16-5; 16-6; and, 16-10. Hedthy People 2010 isfor sde by the
U.S. Government Printing Office, Superintendent of Documents, Washington, DC
20402-9382, Stock Number 017-001-00543-6, ISBN 0-16-050260-8. For more
information about Healthy People 2010 or to access Hedlthy People 2010 documents online,
vigt: http://Amww.health.gov/hedthypeoplel or call 1-800-367-4725.

Applicants are encouraged to use Healthy People 2010 Objectives.

2. Pro-Children Act of 1994
The Materna and Child Hedlth Bureau strongly encourages dl grant recipients to provide a
smoke-free workplace and promote the non-use of al tobacco products. In addition, Public
Law 103-227, the Pro-Children Act of 1994, prohibits smoking in certain facilities (or in some
cases, any portion of afacility) in which regular or routine education, library, day care, hedth
care or early childhood development services are provided to children.

3. Electronic Access
Application guidance for MCHB programs are available on the MCHB Homepage via
World Wide Web at: hitp:/mww.mchb.gov. Click on the file format you desire, ether
WordPerfect 6.1 or Adobe Acrobat (The Adobe Acrobat Reader aso is available for
download on the MCHB Homepage). If you have difficulty accessing the MCHB Homepage
viathe World Wide Web and need technical assistance, please contact the Information
Technology Branch at (301) 443-8988 or webmaster@psc.gov.

4. Special Concerns

The Hedth Resources and Services Adminigration’s (HRSA) Maternd and Child Hedlth
Bureau (MCHB) places specid emphasis on improving service delivery to women, children
and youth from communities with limited access to comprehensive care. This same specid
emphasis gpplies to improving service ddivery to children with specia hedlth care needs. In
order to assure access and cultura competence, it is expected that projects will involve
individuds from the populations to be served in the planning and implementation of the project.
The Bureau's intent is to ensure that project interventions are responsive to the cultura and
linguistic needs of specia populations, that services are ble to consumers, and that the
broadest possible representation of culturaly distinct and historicaly under represented groups
is supported through programs and projects sponsored by the MCHB.

Cultural competenceis defined as a set of values, behaviors, attitudes, and practices within
asystem, organization, program or among individuas which enables them to work  effectively
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cross culturdly. Further, it refersto the ability to honor and respect the beliefs, language,
interpersond styles and behaviors of individuas and families receiving services, aswell as saff
who are providing such services. Cultura competence is adynamic, ongoing, developmenta
process that requires along term commitment and is achieved over time.

. Criteriafor Public Health System Reporting Requirements
This program is subject to the Public Hedth System Reporting Requirements (approved

under OMB No. 0937-0195). Under these requirements, the community-based non-
governmenta gpplicant must prepare and submit a Public Heath System Impact Statement
(PHSIS). The PHSIS must be submitted with this gpplication and concurrently to the State
hedlth agency. The PHSISisintended to provide information to State and locd hedth officids
to keep them apprised of proposed hedth services grant applications submitted by community-
basad non-governmenta organizations within their jurisdictions.

Community-based non-governmenta applicants are required to submit the following
information to the head of the gppropriate State and loca headlth agenciesin the targeted
area(s) no later than the federd application receipt due date:

* A copy of the face page of the application (SF 424);

* A summary of the project (PHSIS), not to exceed one page, which provides:
-- A description of the population to be served;
-- A summary of the servicesto be provided; and
-- A description of the coordination planned with the appropriate State and local
hedlth agencies.

The project abstract may be used in lieu of the one-page PHSIS if the gpplicant is required
to submit aPHSIS.

. Evaluation Protocol

A Maternd and Child Health discretionary grant project, including any project awarded as
part of the Hedthy Start program, is expected to incorporate a carefully designed protocol
capable of documenting measurable progress toward achieving the stated goas. The protocol
should be based on arationale relating the project activities, gods, and performance measures.
The measurement of progress toward goa's should focus on hedth outcome indicators, rather
than on intermediate measures such as process or outputs. A project lacking a complete and
well-conceived evauation protocol may not be funded.

Grantees under the HS program are required to report annualy to MCHB the number of

persons served or trained (by race and ethnicity) and types and volume of services provided,
infant mortaity and morbidity rates, and rdated HS modd information. Dataformsfor this
purpose will be provided by MCHB to dl grantees during the first grant year. Data eements
included in these forms are identified in Attachment G.

4
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D. Federal Responsbilities

Once the grant is awarded, MCHB will monitor and evauate the project activities funded under
this competition. Program monitoring may include guidance, consultation, technical assstance,
facilitation of peer mentoring, and coordination and participation in programmatic activities. Periodic
meetings, conferences, and/or communications with the award recipients are conducted to review
mutually agreed upon god's and objectives, to assess progress, and to provide technical assstance.
The outcome of monitoring activities could lead to adjusments in funding and priority tasks for a
project.
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CHAPTER Il APPLICATION AND REVIEW PROCESS
A. Who Can Apply for Funds

1. Eligible Applicants
Applicants for this funding competition under the Hedthy Start Initiative must be public or non-
profit private organizations, or triba and other organizations (e.qg., those representing Hispanics,
American Indians, Alaska Natives Adarv/Pacific Idanders, and immigrant populations) applying as
or on behdf of an exigting community-based consortium. An digible gpplicant must have direct
fiduciary responsibility over the administration and management of the project.

Please Note: Healthy Start implementation grantees that do not have one of the
current Healthy Start Infrastructure grants are not eligible to apply.

2. EligibleProject Area

A project areais defined as a geographic area in which the proposed model(s) are to be
implemented. A project areamust represent a reasonable and logical catchment area, but the
defined areas do not have to be contiguous. Communities experiencing serious problems with
infant mortaity in the catchment area are digible to gpply, especidly communities where racia and
ethnic disparitiesin perinad indicators exist. “Communities’ is broadly defined so that a Satewide
or multi-county project serving racia/ethnic groups (e.g. Hmongs, Mexican Hispanics, border
counties, etc.) would be eigible.

3. Eligibility Factors Demonstrating Disparities

An applicant’ s project areas must meet the following verifiable criteriaa. MCHB may verify
submitted data with the gppropriate State/loca government agency responsible for Vita Statistics.
Border communities that cannot obtain this verifiable data may use the other indicators specified in
the second section below. Project datafor the digibility factors for dl gpplicants mus be
documented in the gpplication’s cover letter and in the needs assessment section of the submitted
goplication. The exigting racia/ethnic disparities in these or other perinatd indicators should be
described in the needs assessment section of the gpplication.

a. Non-Border Communities (using verifiable three year average data for 1995-1997,
unless otherwise specified): Proposed project areamust have for one or more racia/ethnic
groups athree year average Infant Mortdity Rate of at least 11.1 deeths/1000 live births, and
at least 3 of thefallowing:

»  Percentage of hirthsto teens (less than 18 years of age) which exceeded the nationa
average of 5.1 % of dl live births;

» Percentage of Low Birth Weight births which exceeded the nationd average of 7.4 %
of dl livebirths

» Postneonatal mortality rate exceeded nationa average of 2.6 deaths per 1,000 live
births;

»  Percentage of children under 18 years of age with family incomes below the Federa
Poverty Leved exceeded 19.9% for 1990. If more recent verifiable poverty datais
available, please provide this data and identify year and source.
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b. Border Communities (using verifiable three year average data for 1995-1997 unless
otherwise specified): The proposed project areafor communities which meet border
community definition (i.e., within 62 miles from the Mexican border) must meet & least 4
indicators from the list below. If vitd Satistics are not available from Statef loca government
agencies, border community applicants can use other verifiable clinic data.

Maternal Indicators

Percentage of pregnant women with anemia/iron deficiency is 20% or more;
Percentage of pregnant women entering prenatd care in the firg trimester isless than
80%;
Percentage of pregnant women entering prenata care in the third trimester is greater
than 4%;
Percentage of births to women who had no prenatal careis greater than 29;
Percentage of births to women who had entered prenatal carein the third trimester or
who had no Prenatal Careis greater than 6%;
Percentage of hirth to women who had fewer than 3 prenatd clinic visits during
B:gnancy IS grester than 30%; _ _ _

centage of Women of Child Bearing Age (WCBA) who are uninsured is greater
than 35%;
Percentage of pregnant women who have had a previous birth within the past two
years (interconceptiona interval <2 years) is greater than 25%;
Percentage of WCBA with less than a High School Education is greater than
31%.

Infant Indicators?

Percentage of children 0-1 years old with a completed schedule of immunizationsis
less than 60%;
Percentage of infants in the bottom 10% on the growth/weight chart is greater than

25%.

Poverty |ndicators

Percentage of children under 18 years of age with family incomes below the Federd
Poverty Leve exceeded 19.9% for 1990. If more recent verifiable poverty datais
available, please provide this data and identify year and source.

4. Funding Preferencesand Priorities.
Funding preferences will be given to the following:

past (FY 1999) projects of HSI-Infrastructure /Capacity Building grants, and
communities in States and territories which do not have a currently federdly-funded
Healthy Start project.

1 If verifiable clinical datais used, for each indicator divide the number of pregnant or perinatal clients
having the identical risk factor by the total number of pregnant or perinatal clients served annually. The data source

for each indicator used must be provided in the application.

2 If verifiable clinical datais used, for each indicator divide the number of infant clients ( newborn to 1 yr
olds) having theidentical risk factor by the total number of infant clients served annually. The data source for each
indicator used must be provided in the application.
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Funding prioritieswill be given to the following:
e communities with ggnificant racid/ethnic disparities in perinatd indicators for 3 years
(1995-1997) for which data are available;
*  border communities (within 62 miles of the Mexican border); and
* proposas with emphas s/'specific activities addressing qualitative issues (e.g.,
socid/economic, violence, psychologica services) for its perinata populations.
This need must be well documented in the needs assessment and implementation

plan.

B. Funding Particulars

Five million dollarsis available to fund up to 10 new communities or projects with awards up to
$500,000 per project for thefirst year. Pending availability of funds and adequate progress, project
periods for the grants under this competition will be up to 4 years, starting June 1, 2000 and concluding
on May 31, 2004. Thefirst budget period will be for one year: June 1, 2000 - May 31, 2001.

1. Official Application Kit

Application guidance for MCHB programsis available on the MCHB Homepage viaWorld
Wide Web at: http://mww.mchb.gov. Click on the file format you desire, either WordPerfect 6.1
or Adobe Acrobat (The Adobe Acrobat Reader also is available for download on the MCHB
Homepage). If you have difficulty accessng the MCHB Homepage via the World Wide Web and
need technica assistance, please contact the Information Technology Branch at 301-443-8989 or
webmaster @psc.gov.

A hard copy of the officid grant application kit (Revised PHS Form 5161-1, approved under
OMB clearance number 0937-0189) must be obtained from the HRSA Grants Application
Center. The Center may be contacted by telephone: 1-877-477- 2123 ; FAX: (703)-528-0716;
or E-mail: “HRSAGAC@ HRSA.gov”. The kit includes an acknowledgment card, PHS Form
3038, which must be completed and submitted with the application. HRSA Grants Application
Center gaff will detach haf of the acknowledgment card and mail it to the applicant to confirm
receipt of the gpplication. If the card is not received within 15 days of submitting the application,
applicants should contact the HRSA Grants Application Center to determine the status of the
application.



HS : Eliminating Disparitiesin Perinatal Health

2. Notification of Intent to Apply:
If you intend to submit an gpplication for this competition, please notify the Division of
Perinatal Systems and Women's Hedlth of MCHB by February 24, 2000. Pleaseinclude in the
notification the name, address, phone and fax numbers, and E-mail of the person who should be
contacted in the event MCHB needs to provide additional guidance regarding the grant
goplication. 'Y ou may sgnify your intent to goply in any of the following ways.

Fax: Maribeth Badura
(301) 594-0186

Electronic Mail: mbadura@hrsa.gov

Mail: Maribeth Badura
Divison of Perinatd Systems and Women's Hedlth, MCHB
Parklawn Building, 11A-05
5600 Fishers Lane
Rockville, Maryland 20857

3. Application Due Date

The application deadline date is Friday, March 24, 2000. Applicationswill be consdered as
having met the deadline if they are: 1) received on or before the deadline date, or 2) are
postmarked on or before the deadline date and received in time for orderly processing and
submission to the review committee. (Applicants should request alegibly dated receipt from a
commercid carrier or U.S. Postal Service posmark. Private metered postmarks will not be
acceptable as proof of timey mailing.)

4. Mailing Address
All applications should be mailed or delivered to:

HRSA Grants Application Center/CFDA #93.926E
ATTN: Maria Carter, Grants Management Specidist
1815 North Fort Myer Drive, Suite 300

Arlington, VA 22209

Telephone: 1-877-477-2123

Grant gpplications sent to any address other than the above are subject to being returned.

5. Number of Copies:

Applicants are required to submit one ink-signed original and two copies of the completed
goplication. A tota of sx copies will be used during the review process. Additiond submission of
three more copies by the gpplicant is optiond. Disk copies of the submitted gpplication narrative
and the abstract in aformat which can be imported into Word Perfect mug aso be submitted.

10
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C. Applicant Assistance
Applicants may obtain additiond information regarding business, adminidrative, or fisca issues
related to the awarding of grants under the Hedthy Start Initiative by contacting:

Maria Carter, Grants Management Specidist
Materna and Child Hedlth Bureau, HRSA
Parklawn Building, Room 18-12

5600 Fishers Lane

Rockville, Maryland 20857

Telephone: (301) 443-1440

Applicants may dso obtain additiond information reaing to technical and program issues
from Maribeth Badura, Divison of Perinatal Systems and Women's Hedlth, at (301) 443-8283 or
“mbadura@hrsa.gov”. Information isdso available on the MCHB webgte at http://Amww.mchb.gov,
and on the Hedthy Start website at www.hedlthystart.net.

D. Review Processand Criteria

The review process for this open competition for grant applications will involve, a aminimum,
reviews by an Objective Review Committee (ORC) composed of Federa and non-Federa persons
experienced in the organization and ddivery of community-based infant mortality reduction projects.
Depending on the number of applications, there may be separate ORC pand s for urban and rura
applicants®. The ORC will evaluate al digible applications using the following weighted Review
Factors and Criteria

* Factor | (Weight 5%): Quality of the project abstract

* Factor Il (Weight 35%): Adequacy of the project plan

* Factor 111 Weight 20%): Applicant’s capability and/or capacity

e Factor IV (Weight 10%): Evidence of support and/or linkage to the perinatal
system

3 According to the 1990 census definition, the urban population comprises all personslivingin: (a) places of
2,500 or more inhabitants incorporated as cities, villages, boroughs (except in Alaskaand New Y ork) and towns
(except in the New England states, New Y ork and Wisconsin), but excluding the persons living in the rural portions
of extended cities (placeswith low population density in one or more large parts of their area); (b) census
designated places (previously termed unincorporated) of 2,500 or more inhabitants; and (c) other territory,
incorporated or unincorporated, included in urbanized areas. An urbanized area comprises one or more places and
the adjacent densely populated settled surrounding territory that together have a minimum population of 50,000
persons. Inall definitions, the population not classified as urban constitutes the rural population. (Source: US
Dept. of Commerce, "Statistical Abstract of the United States - 1995. The National DataBook" Washington, D.C.,
1995, p. 4).
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» Factor V (Weight 15%): Structure and role of the consortium
e Factor VI (Weight 15% ): Appropriateness of the budget

As part of the review, adte vist may be conducted to vdidate information submitted in the
gpplication and to assess the following:

V.

Applicant’s Capability

Consortium Role and Structure

State and Loca Perinata System Linkage
Other Issues As Appropriate.
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CHAPTER 11l REQUIREMENTSFOR PROJECT NARRATIVE

A. Project Abstract

This document may be used in lieu of the one-page Public Hedlth System Impact Statement
(PHSIS) if the applicant is required to submit aPHSIS. See Chapter |, Section C.5 and Attachment
C for Ingtructions on preparing the PHSIS if required.

1. Summary of Project Narrative

Applicant should prepare the two to four page abstract describing its proposed project
according to the outline provided in Attachment A. This summary of the project narrative (i.e,
Project Abdtract) is an important mechanism for dissemination of information about MCHB
funded projects. The abstracts publication, MCHB Abgiract of Active Projects, iswiddy
digtributed to MCHB grantees, State Title VV programs, academic ingtitutions, and governmenta
agencies.

2. Text of Annotation

Prepare athree to five sentence description of the project that identifies the purpose and
problems addressed, the goals and objectives of the project, the activities to attain these godls,
and the materids developed.

3. KeyWords
Key words are the terms under which the project will be listed in the subject index of the

MCHB Abstract of Active Projects (see Attachment A-1). Select the most significant terms that
describe the project, including the population served.

See Attachment A-2 for asample Project Abstract and Attachment C for adiscussion of the
proper format for the Abstract.

B. Project Narrative

The narrétive is not to exceed 75 pages. Applicants must pay particular attention to structuring
the narrative to respond clearly and fully to each review factor and associated criteria. The narrative
must incorporate the headings and subheadings as they appear below. For each heading/subheading,
the review factor and associated criteriawill be stated, followed by ingtructions for the applicant that
outline the minimal information required by the factor/criteria  Each of the nine models has been
defined in the Hedlthy Start Models of Intervention (see Attachment E).

Factor I. (Weight 5%): The quality of the project abstract as measured by the clarity of the
project abstract including an adequate and succinct text of annotation and the provision of a
list of key words.

Factor I1. (Weight 35%): The adequacy of the proposed project plan, as measured by the
following:
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A. The extent to which the demonstrated need(s) of the target population to be served are
adequately described and supported in the needs assessment and summarized in the
problem statement.

B. The extent to which the proposed plan addresses the documented need(s) of the
targeted population, including attention to the cultural and linguistic needs of consumers.
C. The extent to which each proposed approach is congruent with the scopes of the two
required and any additional proposed service models of intervention.

D. The extent to which a proposed approach delineates the specific model strategies
included in the plan, and identifies the actual or anticipated agencies and resources which
will be used to implement those strategies.

E. The extent to which the proposed plan will enhance existing infant mortality reduction
activities already underway in the community.

F. The extent to which the project objectives incorporate performance-based indicators
and are measurable, logical, and appropriate in relation to both the specific problems and
Healthy Start model(s) identified.

G. The extent to which the activities involved in the approach to each model appear
feasible and likely to contribute to the achievement of the project’s objectives within each
budget period.

H. The extent to which the plan to measure program performance is well organized,
adequately described, and complies with MCHB' s evaluation protocol for its discretionary
grants.

1. Project Area Needs Assessment

Analyze the needs of the project area, and the adequacy and bility of resourcesto
addressthose needs. All gpplicants must submit the findings of their needs assessment for the
project areawhich a aminimum covers dl of the areas detailed below for the three year (1995
1997) period unless otherwise specified; 1998 data should also be provided if such verifiable
(non-provisond) information is avalable. With the exception of items specified in the digibility
section, the gpplicant may submit estimates using county or city leve figuresif project area
specific dataare not available. Applicants must cite sources, year, and formulae for estimates,
where applicable, for each required item. Applicants should highlight existing racid/ethnic
disparities observed in the proposed project areafor any of these variables. Applicants are
encouraged to utilize al data sources available.

The appropriate Title V or IHS AreaMCH Coordinator would be a vauable potential
resource for thisinformation. Directories of such coordinators and those MCH Program
Consultants in the HRSA Fidd Offices are available on the World Wide Web at
“http:/Mww.mchb.gov” and “ hitp:Aww.hedthystart.net”.

Tabular Satistical data, maps, and charts such as the suggested “ Demographic and Stetistical
Data Form” should be included in Appendix A; however, the narrative should integrate that
information into its andlys's and appropriatdy cross-referenced. A table containing the minimum
demographic and perinata hedlth statistics for the project areais required; a suggested format for
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reporting this datais found in Attachment D, “Demographic and Statisticd Data Form.”
Information contained in the narrative and in the suggested data tables should identify and explain
any variancesin the project area (e.g., hospitd catchment areas, regiond hedth care centers or
trend in crime or substance abuse/drug trafficking, etc.).
a. Geographic Description of Project Area: Provide a demographic profile of the project
area, including size (square miles), location, type (i.e, rura or urban), population composition
by race, age, employment levels, and current mgjor industries.

b. Project Area Map: Provide alegible map(s) of the project areareflecting its boundaries
and relation to the city/county and the location of mgor health providers, and community hedlth
centers.

c. Population Providethe totad population and number of women of childbearing age
(WCBA) residing in the project area, by race and ethnic origin (i.e,, Tota, White, Black,

Other races, and those of Higpanic Origin). Use 1990 nationa censusdata. Note that
“Hispanic persons are persons of any race who report/identify themselves as Mexican-
American, Chicano, Mexican, Puerto Rican, Cuban, Centrd or South American (Spanish
countries) or other Hispanic origin.” Source: U.S. Bureau of Census, The Statistical Abstract
of the United States, (115" ed.), Washington, D.C., 1995, p.5. In the following Population
characteristics, emphasize any perinatal disparitieswhich exist in the proposed project
area.

1. Behaviora and Environmenta Factors: Describe the prevaence of uniquerisk and
other factors causing or contributing to infant mortdity. Specia consideration should be
given to factors associated with self-imposed risks arisng from behaviors or lifestyles
(e.0., substance abuse, smoking); aso consider factors associated with living
environments, economic, and other socid variables (e.g., domegtic/family violence, crime
levels, and homelessness).

2. Poverty Levd: @) Provide the percentage of totd population by racid and ethnic
origin living & and below 185% of the 1990 Federal Poverty Level; and, b) Provide the
percentage of children under 18 (by racid and ethnic origin if available) with family
incomes below the 1990 Federal Poverty Level. If dataare availablein the project
areafor the percentage of uninsured and/or underinsured families, please submit. If Year
2000 preliminary census data is available, please submit.

3. Maternd Educationd Leve: Provide the 1990 census leve for the number of WCBA
who had achieved less than a high school education &t the time of delivery. If 2000
preliminary census datais available, please submit.

4. Perinatd Measures. For the total project area population and by racia origin, provide
three year averages (1995-1997) unless otherwise indicated for the project ared's
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number of:

» Livebirths and infant deaths (under 1 year of age);

* Birthsto teenagers 18 years of age or younge;

» Birthsto women who received prenatal care during their first trimester
» Birthsto women who received no prenata care;

» Live birthswith postive drug screens during 1997;

*  Women with positive HIV screening at the time of ddivery

5. Infant Mortdlity and Low Birthweight Indicators Analyze the trends and contributing
factorsto infant mortality and birthweight distribution within the project area. Include data
by racid breakdown for tota infant, neonatal, and post-neonatal mortdity rates. Similar
datistics and andysis should be provided regarding the incidence of low birth weight
births (<2500 gramg/or 5.8 Ibs)). To substantiate the trends of these variables, provide
verifiable 3 year average data for the periods 1992-1994 and 1995-1997; 1998 data
should be provided if available.

6. Infant Health Status Measures: All HS projects are required to serve infants up to
oneyear of age. Describe current trends in infant morbidity, including such areas as
prematurity, birth defects, child/infant abuse and neglect, accidents, AIDS, other
communicable diseases, and any other prevaent factor(s) affecting the project area.
While other indicators of infant health should be discussed, it is required thet the projects
comply with and report on the Y ear 2000 immunization objective (Hed thy People 2000,
objective 20.11). The immunization rate (ages 0- 2) for the project areafor 1995, 1997
and the most current year should be indicated.

. Current Perinata Hedlth Care Ddlivery System:  Highlighting any perinata disparities,
please describe:

»  The current number and client capacity of the following perinatal providers and
facilities (including anticipated closures and new congruction) that are known to be
actively serving the Medicaid and uninsured populaions in the project area. hospitas,
community hedlth centers (CHC); migrant hedth centers (MHC); Federaly Qualified
Hedth Centers (FQHC), birthing centers, hedth care facilities for the homeess serving
perinatal clients; physicians, obstetricians, pediaricians; perinatologists, neonatologits,
certified nurse midwives, and nurse practitioners.

»  Case management and outreach programs currently in existence including the current
number of providers, current client capacity for the population targeted under this
initigtive, and highlight the unmet needs;

» Linkageswith tertiary/regiond perinatal centers, and specific gapsin the loca perinata
hedlth care system utilized by the target population; and

» The gtatus of public and private providersin team building, (e.g., the presence,
absence, planning or closure of Fetd Infant Mortaity Review, hotline management and
referrd systems) and in-service training efforts, and describe current MCH linkages and
referrd patterns.
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e. Accessto Perinatdl Services. The utilization of perinata servicesis enhanced
when there is adequate access to these services. Adequate access includes
transportation, child care, and trandation services. Describe the current capacities of
exigting public and private resources providing transportation, child care, and trandation
sarvices to the project area. Describe the levels of current utilization and of the unmet
need for each of these three services in reation to accessing perinatal services.

2. Problem Statement

Based on the needs assessment and disparities, the applicant should provide a problem
gatement that succinctly summarizes the needs of the target population in reation to the identified
disparities and overdl infant mortdity reduction. The problem statement should include a
summary of problems/factors impacting the project area s perinata hedth status and delineate
those problems/factors to be addressed by the proposed models of intervention. The models of
intervention should be directed toward the dimination of racia/ethnic disparities and increased
access to perinata care.

3. Proposed Project Approach

a. Prgect Plan Modé(s)

Applicants under this competition are required to provide for al targeted individuds the
Hedthy Start modds of :

»  Consortium; and,

e Care Coordination/Case Management.

Asfunding and infragtructure alow, gpplicants can dso request funding to support
implementation/adaptation of other Hedlthy Start service models:
»  Outreach and Client Recruitment;
»  Start up of Enhanced Clinicd Services (Enhanced Clinica can include Family
Resource Centers);
*  Family Resource Centers,
* Risk Prevention and Reduction;
» Fadlitaing Services,
e Traning and Education; and,
* Adolescent Programs.

A more detailed description of each of these nine models, the model-specific Needs
Assessment Indicators, and the suggested modd-specific Performance Indicators are available
in Attachment E.

In the introductory paragraph for this section of the project plan, the gpplicant should
cite the project’ s god(s) and itemize dl the models proposed to accomplish these goals under
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this grant dong with the project period objectives for each model. As the funding period for
thisgrant isfour (4) years, caendar year objectives for each year of the project must be
defined for each model. (The caendar year objective is the intended progress for each year of
the grant, while the project period objective is the overdl change intended by the completion of
the grant period. Therefore, the caendar year objective for the last year of the grant should
coincide with the project period objective. See example on page 16.) A separate budget
judtification for each year of the project must dso be provided. Then, for each mode,
complete dl of the componentsin this section before introducing the next modd.

Please note that each mode should be able to stand aone, and not be dependent upon
another model within the same application. If the gpplicant is not requesting HSl funds to
support ether of the required modds, the needs assessment must present evidence
documenting how these specific needs of the target population are currently being met. If the
gpplicant proposes to implement or adapt more than the two required Healthy Start models,
there is the possihility that some of the optional models may not be approved for funding.

b. Mode Specific Needs Assessment

In addition to the information in the general needs assessment of the project area (Section
B.1), the gpplicant should address the modd -gpecific needs indicators found in Attachment E
and the unique sarvice, culturd and linguistic needs and diparities of consumersresiding in the
project areawhich are pertinent to the modd. The specific heath problem(s) which the modd
addresses must be stated in terms of measurable health outcomes or system gaps/deficits.

C. Modd Description
The applicant should describe the mode of service intervention, including:
» the proposed strategies with timeframes;
» anticipated/actua providers/contractors of component services,
 dl funding resources (including in-kind contributions);
» target populaions, and
* projected service utilization levels for each year.

The narrative for this section should ddineste how the modd will be linked to exigting
infant mortdity reduction activities, particularly existing State and locd MCH programs. These
activities should help to diminate racia/ethnic disparities and /or increase access to perinata
sarvices dready underway in the community. This section should conclude with a discussion of
actions planned to secure future funding of the modd strategies after the conclusion of HSI
support, and/or for incorporation of these activities into the gpplicant’s ongoing programs. A
suggested format for the Implementation Plan can be found in Attachment H.

d. Modd Specific Objectives and Performance Indicators

Each model for which HSl funding is being requested should reflect thorough planning; al
proposed component strategies should have measurable objectives clearly reated to the goa
of diminating diparitiesin perinata hedlth within the project area. For each model, calendar
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year objectives mud be provided for each year of requested funding. The objectives should
be based on and clearly relate to both the general and model-specific needs assessments
presented in previous sections of the narrative. Each objective should be time-framed,
measurable, outcome-oriented and redlistic for the resources available, and capable of being
feasibly accomplished within the specified time frames. Each proposed objective should
include a basdine which will be used as abass for comparison with data from subsequent
measurements of the specific hedth problem(s) to determine whether or not the project is
having itsintended impact. When utilizing basdine data, gpplicants must document the data
source for both the basdline and the current status. If percentages are used, the relevant
numerator and denominator must be cited. Based on the performance indicators, project
period objectives and caendar year objectives for each year of grant funding must be
submitted. Basdinesmust be established utilizing the most current data source available prior
to implementation of servicesusng HS funds.

Example:
Project Period Objective: By 6/1/04, increase to at least 80% the number of postpartum
women who receive interconceptional services each year.

Cadendar Year 4 Objective: By 6/1/04, 80% (380) of the 475 postpartum women who
were enrolled in the Case Management Program, will make &t least one visit to ahedth
care provider for interconceptiond/family planning services during the reporting period.
(This represents the 6 months of data concluding the project period.)

Caendar Year 3 Objective: By 12/31/2003, 77.6% (349) of 450 postpartum women who
were enrolled in the Case Management Program, will make a least one vist to a hedth
care provider for interconceptiona/family planning services during the reporting period.

Cdendar Year 2 Objective: By 12/31/2002, 75% (319) of 425 postpartum women who
were enrolled in the Case Management Program, will make & least one vist to a hedth
care provider for interconceptiona/family planning services during the reporting period.

Caendar Year 1 Objective: By 12/31/2001, 72.5% (290) of 400 postpartum women who
were enrolled in the Case Management Program, will make & least one vist to a hedth
care provider for interconceptiona/family planning services.

Basdine: Among the 400 participating postpartum women who were enrolled in case
management servicesin 1998, only 280 or 70% (280/400) reported making at least one
vigt to a hedlth care provider for interconceptiona /family planning services. (Source:
case management log, patient, provider and program records)

Project Performance Indicator: Percentage of participating postpartum women who are
enrolled in case management services and receive interconceptional/postpartum services.
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For this section of the project narrative, state the objective(s) for the mode, and the required
components [proposed objective, basdine, performance indicator(s)]. Each objective should
clearly relate to proposed activities for each mode. See Attachment E for suggested
performance indicators.

4. Proposed Evaluation

Locd evdudions play avitd rolein providing projects with timely information
on the implementation of their intervention strategies. The gpplicant’s evauation protocol must:

* bewdl-planned, and capable of demondtrating and documenting measurable  progress
toward achieving its stated project objectives,
* bebased on aclear rationde related to the grant activities and congstent with theevaluation
MeasUres,
* include measurements of progress (i.e., outcome performance indicators) which focus on
hedlth outcome indicators, rather than on intermediate measures such as process or outputs;:
* incorporate mode-specific and vaid mesasures of health outcomes, such as changesin hedlth
gatus when grant activities address one or more pecific hedth problems include an evauation
design, data collection methods (e.g., pre/post tests, questionnaires, patient satisfaction surveys),
andytic techniques, evauation measures and time frames, and data sources. Issuesrelating to
reliability and vdidity, ancillary and supplementa techniques/anadlyses must be adequatdly
addressed,
» identify the agency and theindividud primarily responsible for overseeing the conduct of the
locd evauation. A curriculum vitae of the evauator should be included in
Appendix C.

In this section of the narrétive, describe the design, resources, and time line for implementing
the project’ s evaluation to comply with the expectations cited above. Applicantslacking a
complete and well-conceived evauation protocol as part of the planned activities may not be
funded. Additiona information on the Evauation including a suggested format isincluded in
Attachment I.

Grantees sdlected under this funding competition are required to report annualy to MCHB
the number of persons served or trained (by race and ethnicity) and types and volume of
services provided, infant mortality and morhbidity rates, and related HSl mode information. Data
formsfor this purpose will be provided by MCHB to dl grantees during the first grant year. Data
eementsincluded in these forms are identified in Attachment G.

5. Applicant’s Capacities and Capabilities

Factor 111. (Weight 20%): The applicant’s fiscal and program management capability and/or
capacity, as measured by:
A. The extent of the applicant’s capability to carry out the replication or adaptation of
the model (s) within the project area.
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B. The extent to which the applicant has demonstrated an ability to maximize and
coordinate existing resources and acquire additional resources.

a  Applicant’s Organizational Capacity:

A successful gpplicant will be the entity respongible for directly administering the project and
will have the fiduciary responsihility for the grant funds, including the contracting of any activities
using those funds. Applicant organizations are expected to have sound systems, policies, and
procedures in place for managing funds, equipment, and personnel to receive grant support.
Applicants who propose subcontracting these adminigtrative or fiduciary respongbilities for the
project will not be approved for funding. All successful gpplicants “must perform a subgtantive
rolein carrying out project activities and not merely serve as a conduit for an award to another
party or to provide fundsto an indigible party” (See Chapter 8, Post Award Adminigtration,
Contracts for Substantive Programmatic Work, of the PHS Grants Policy Statement). The
applicant will have primary responsbility for monitoring the progress of the project toward its
gods and objectives, including monitoring contract ddiverables. 1t will hire key personnd, will be
responsible for communication with the consortium organization (if applicant is a consortium, it
will be responsible for communication within the consortium and with the community), and will
coordinate the preparation and submission of required reports and continuation grant applications
for future years.

All applicants need to briefly describe:

» Higory and organizationd dructure of the agency;

» Higory of the applicant’s relationship to the project;

* Higory of involvement and accomplishmentsin MCH activities, especidly those

related to infant mortdity reduction, in the community and project areg;

» Higory of sound management and oversight involving other grant or contractua

funds,

»  Statusof its current reationship and its history with the required consortium, including the
scope of authority (i.e. roles and lines of communication) between the gpplicant and consortium;
« Theplan for the adminidrative and financid management of the project, including a
description of the process for making decisons and operating relationships between and
among the gpplicant, individua service providers, and consortium; provide an organizationa
chart specificaly denoting where in the agency the direct oversght/ administrative
responsibilities of the project will be housed;

» The gaffing plan (excluding contractor’ s saff) which identifies positions that will provide
personnel for essential programmetic, fiscal and evauation activities. Key personnd should
have adequate qudifications, appropriate experience and dlocated time (% FTE) to fulfill their
proposed responsibilities. Position descriptions and curricula vitae of Key Personnd for the
project (e.g., Project Director, Chief Fisca officer, Program Coordinator, Evauation
Coordinator) should be placed in Appendix B;

» The methodologies for soliciting, awarding, and the fiscal and program monitoring of
contracts and subcontracts. Methodologies used for monitoring utilization and quality assurance
(including client stisfaction) of dl activities and services should aso be summarized and
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sample documents provided if available;

«  Summarize the coordination among key program, fiscd, and evauation staff by describing
how often the three groups of staff members will meet with each other, and whether thisisa
formdized and regularly scheduled meeting. Identify to what extent members of each group
will work jointly with contractor staff on monitoring and technical assstance activities,

» Samplesof forma agreements and letters of understanding with appropriate, actua or
anticipated mgor contractors should be included in the Appendix B; and,

« If deficiencies have been noted in the most recent internal/externa audit, review, or reports
on the applicant organization’s financid management system and management capacity or its
implementation of these systems, policies and procedures, identify the corrective action taken
to remedy the deficiency. Once approved for funding, al HSl grantees are now required to
submit copies of their annua audits with each gpplication for continued funding.

b. Applicant’s Capacity for Sustainability:

Summarize in this section al activities during the past two years directed a
maximization of resources for the continuation of services under other grants/contracts, aso
include plans for sustainability subsequent to HSl funding. Resources include agency MCH
funds, in-kind contributions, and third party reimbursements (e.g., application and/or approva for
Medicad waivers, including their purpose); aso important to include are negotiations with
welfare and other pertinent State and loca government departments/agencies to maximize
benefits and available resources, and outreach to businesses and other public and private sector
funding organizations.

Established linkages must be demonstrated with key State and local services and resource
systems, such as Title V, Title XIX (Medicad), Title XXI (State Child Hedth Insurance
Program), WIC, Title X (Family Planning), Early Intervention, HIV/AIDS, Substance Abuse,
Mentd Hedth Programs, Enterprise Communities'Empowerment Zones, Federally funded
community and migrant heglth centers, and Indian/Triba Hedlth Services

6. Linkagetothe Stateand Local Perinatal Systems

Factor 1V. (Weight 10%): Evidence of support from and linkage to the State and local
perinatal systems, as measured by:
A. The extent to which the project is linked to an existing perinatal system of care that
enhances the applicant’ s infant mortality reduction program already in operation in the
project area.
B. The extent of actual or planned involvement of the Sate and local MCH agencies and
other agenciesis clearly evident.
C. The extent to which the project is consonant with overall Sate efforts to develop
comprehensive community-based systems of services, and focuses on service needs
identified in the Sate’' s MCH Services Title V- Five Year Comprehensive Needs
Assessment and Block Grant Plan.

In this section, gpplicants should briefly document active, functioning, collaborative relationships
between the proposed project and any entities such as those cited below, especidly those involving
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State TitleV MCH agency linkages.

Within eech community, thereis a sysem involving a broad array of providers and public and
private agencies a various phases and at varying levelsin the ddivery of perinatal health care.
(Perinatd is defined as the time period from preconception through the first year of life) Hedthy
Start applicants need to receive support from and be linked to appropriate components of their State
and locdl perinatd systems of care to contribute to each system’s god for the long term reduction in a
community’ sinfant mortaity. Highlight in the narrative the reaionships between the project and the
perinatal providers and facilities identified in the needs assessment, Section B.1. Sample current
formal agreements and letters of understanding pertinent to the proposed project may be included in
Appendix B.

It is expected that the HSI projects will be linked with various State and local MCH activities or
programs. This section of the narrative should accent those linkages. Of particular importance is
close collaboration with the Medicaid and Title V agencies. Since many within the target population
are Medicad recipients or will be Medicaid or SCHIP digible, and Medicaid financing of services
(including possible development of program waivers) will be essentid, projects must maintain early,
congstent, and ongoing linkages to, and involvement with their State and local Medicaid and TitleV
MCH agenciesin planning and operaions. If not dready involved, the successful gpplicant must
develop a process for involving gppropriate State or local MCH agencies, such as membership in the
project consortium, and/or regular consultation throughout the planning and implementation of the
project. Other relevant State agencies include those responsible for EPSDT, Title X Family
Panning, State Children’ s Hedlth Insurance Program (SCHIP), Administration on Children, Y outh
and Families (ACYF), Early Head Start, substance abuse, menta hedlth, child welfare, education,
early intervention, child care, and job opportunities. Linkage issues which might be addressed
include waivers, Medicaid coordinated care, smplified eigibility applications, collaboration and/or
co-location of services. Any relationships with other important programs such as HRSA/MCHB' s
Community Integrated Service System Program (CISS) and the Federdly funded Enterprise
CommunitiesEmpowerment Zones should aso be identified. The State Title V Director isan
important resource for information on such programs (see http://mww.mchb.gov for alisting). A
sample of the documentation of these linkages or forma commitments by agenciesto form these
linkages should be placed in Appendix B.

Identify the perinatal and early childhood service needs identified in the State’ sMCH Services
Title V-Five Y ear Comprehensive Needs Assessment and Block Grant Plan that are pertinent to the
project. The State Title V Director isthe resource for this information (see (http://mwww.mchb.gov).
Identify how the models chosen for replication would further the State’'s MCH god's and how lessons
learned from implementation of the models will be shared with the State, and other MCH providers
inthe State. If thisinformation has been provided in other sections, it need only be cross-referenced
here.

7. Consortium Modd
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Factor V. (Weight 15%): Structure and Role of Applicant’s Consortium, as measured by:
A. The extent to which the consortium includes appropriate representation of project area
consumers, providers, and other key stake holders.

B. Therole and plan of action of the consortium in the implementation of the proposed
project plan are adequately described.

The consortium is an advisory body expected to:

» Recommend policy for and contribute to the development of the gpplication;

» Contribute to, review, and recommend approval of the organizational approach for assuring
locd determination and integration;

» Provide advice regarding program direction;

» Participate in discussons related to alocation and management of project resources,

* Havein place conflict of interest policies governing dl activities

» Beaware of program management and activities such as data collection, monitoring and
evauation, public education, and assuring continuity of care; and

»  Share respongibility for the identification and maximization of resources and community
ownership to sustain project services beyond the project period.

The consortium must include representation thet reflects a partnership of consumers,
providers of services, community organizations and groups, both public and private, with aworking
interest, skills, or resources that can be brought to bear on the problem of infant mortdity. The
individua consortium members must have sengtivity to and understanding of the needs of the project
area. The members of the consortium should fed they have a sgnificant advisory role and
commitment to the plan for project implementation. This can be facilitated through the participation
of consumers, community leaders, and service provider representatives in devel oping the gpplication.
Those members of the consortium selected to represent an agency or group should have the authority
to make decisons for the entity they represent.

Each member of the consortium must have the necessary expertise to responsibly provide advice
regarding the needs and problems existing in the community and the proposed strategies for the
preparation and implementation of the project plan. It must include consumers, i.e., women of
childbearing age who will be/ar e receiving project services and idedlly, at least one individud
representing each of the following groups:

e Community/migrant hedth center(s);

» Private hedth care sector;

o StateTitleV agency;

* Medicad agency;

* Locd hedth department;

» Locd dected officid with hedlth care responghility in the political jurisdiction(s) in which
the project areaislocated;

» Socid services agency;

* Loca busness community;
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* Rédigious organizetions or associations,
»  Community/civic organizations serving the project areg; and,
»  Enterprise Communities’ Empowerment Zones, if appropriate.

In this section of the narrative, provide information on the
a. Consortium Membership:
Describe the consortium membership. Provide a complete list of consortium members and
their representative agencies in the suggested format found in Attachment F. This should be
placed in Appendix D of the gpplication.

b. Higory of Consortium:
Highlight information with supplemental materid, placed in Appendix D, which
subgtantiates that the current consortium has been:
* inoperation at least one year prior to the date of the gpplication, and
* involved in activities focused on diminating disparitiesin perinata hedth (eg., hedth
fars, early intervention) in the project area.

c. Roleof Consortium

Ddlineste the anticipated role(s) the consortium will play in implementation of the HSI
project. Discuss activities the consortium will implement which are specificaly related to the
proposed project, including the frequency of consortium meetings, public forums, and
training/conferences.

d. Environment in which the Consortium Operates:

Include a succinct update on externa factorsmaor community events which have
sgnificantly affected the consortium’s MCH initiatives (e.g., mayora/triba dections,
neighborhood issues, tc.).

8. Proposed Budget

Factor VI. (Weight 15% ): The appropriateness of the budget, as measured by:

A. The extent to which the proposed budget is realistic, adequately justified, and
consistent with the proposed project plan.

B. The extent to which the costs of administration and evaluation are reasonable and
proportionate to the costs of service provision.

C. The degreeto which the costs of each model are economical in relation to the
proposed service utilization.

The budget must conform to the funding level ingtructions provided in this program guidance.
Please note: A separate budget and SF 424A must be submitted for each of the four budget years
of the project period. For the first budget year a very detailed budget justification is required.

For subsequent years, estimations for project costs and any anticipated changes should be noted.
Refer to Attachment B for detailed budget ingtructions. The PHS grant instructions require the
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specification of budget items as well as a description and judtification of these itemsin direct
relationship to the project narrative. The budget justification for year one should appear directly
after the SF 424A for year one. (See“Generd Information and Ingtructions for Grant
Application Form PHS-5161-1", page 25) The line item amounts on the SF 424 and 424A must
be inclusive of mode-specific budgets (as noted in the ingtructions below), aswell as overal
administrative and management costs. Applicants should be aware that dl models presented may
not be funded, and in that case the estimated adminigtrative and management budget may be
reduced accordingly (see Attachments B-1, B-2 and B-3). It should be noted that the costs
proposed in Section B of the SF 424A reflect only the Federad Hedlthy Start funds being
requested; they should not include funding from other sources.

Where gpplicable, if any staff, equipment, activities, professonad subscriptions or dues are
shared with other programs (e.g., WIC, CISS, loca or state funded programs) operated by the
goplicant, their costs should be prorated to the anticipated utilization for HSl’ s activities.

All project administration and evauation costs should be assigned to the “ Adminitration and
Management” column of the proposed annua project budget. For thetravel lineitem, dl
gpplicants should budget up to 10 person round-trips for attending DPSWH meetingsin
Washington, DC and other relevant events

Technical assstance can be obtained from ether Hedlthy Start mentoring Sites or from non-
Hedthy Start resources. To receive mentoring from gpproved Hedthy Start Mentoring Sites,
recipients should budget for anticipated travel, per diem and accommodations only; the Mentor
gte providing the servicesis respongible for paying the staff member’s sdary for this activity.
Mentor steswill provide at no cost one copy of any manuals, etc. Recipients will pay the cogs of
any additional copies. Proposed cogts for technical assstance from non-Hedlthy Start Sites, (eg.,
travel, regigration, consultant fees) should be included in the gpplicant’ s budget.

All evauation costs should be shown on the gppropriate line item ( h-3 :Evauation) of the
adminigtration and management column on the SF 424A, Attachment B-3.

Applicants must make every effort to build on and maximize existing resources available from
other Federd, State, and loca sources and private sector organizations, and to collect
rembursement from dl reevant payers. Applicants may use diding fee scales, as gppropriate for
added revenue, aslong as they do not create any barriers to access; such projected revenue
should be cited for each mode/column in the line item #7, Program Income’ located at the
bottom of the SF-424A form.

a  Modd Specific Budget

For each modd for which HSl funding is requested, aline item budget and budget
judtification isrequired. To asss with this effort, a suggested format and example, smilar to
the Standard Form 424A, has been provided in Attachments B-3 and B-4.

With the exception of adminigtration and evauation, cogts directly associated with each
mode must be appropriately alocated to the specific modd. The submitted budget
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judtification needs to be detailed enough to enable reviewers who may not be familiar with the
applicant’s State or local programs, funding sources, and limitations, to have aclear
understanding of the proposed budget and its association with the mode activities described
in the project plan. The judtification for each item in the budget shal show how the amount
and type of item requested was determined. Each position (including contractor staff) should
be judtified in terms of the project activities and specified skills and/or experience. Similar
judtification should be provided for trave items, equipment, contractuad services, supplies, and
other categories.

Judtification of contractua services shall include the purpose, scope, and projected cost of
the subcontract. Itemized budgets are required for subcontracts. The derivation of travel
costs includes person/position traveling, destination, duration, purpose, and associated costs
for each proposed trip. Supplies shall be classified by appropriate categories (e.g.,
adminigrative or related to service provision).

Estimated costs should be pertinent and feasible for the proposed scope and anticipated
utilization levels which the gpplicant has cited in the description of the mode’ s component
Srategies.

Like al Hedthy Start grantees, all applicants are required to be linked to the Internet,
including accessto E-mail; HS grant funds may be used for such subscriptiorvlinkages. The
Internet connection would enable participation in a ListServe for al Hedthy Start projects,
and many MCHB technica ass stance resources as well as the MCHB homepage
(http:/Amww.mchb.gov) and/or the Hedlthy Start National Resource Center at
http:/AMmww.hedthystart.net. This service will facilitate timely and vauable sharing of
information, and enable primary staff to query their peers and outside experts.

b. Economy of Modd in Relation to Utilization
All costs should be redlistic and reasonable in comparison to the proposed level of
activity, particularly to the level of projected service utilization by the target population.

c. Proportional Adminidrative and Management Cods

Adminigrative and management (including program and fiscd management and loca
evauation) costs must be included as part of the overdl budget. Estimated costs for these
areas need to be reasonable in comparison to costs associated with service provision.
Applicants should be aware that al models for which funds are requested may not be funded,
and that the overall budget of the projects may be reduced to correspond with the number
and sze of models funded, and reasonable administrative and management costs.

d. Indirect Costs
Indirect costs will be caculated at 10% of total direct costs or modified total direct costs
which
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ATTACHMENT A

ABSTRACT: FORMAT AND GUIDELINES

|. Format: The abstract, excluding the Text of Annotation, and Key Word List, must NOT

EXCEED A FOUR PAGE description of your project. Format guidelines are as below:
A. Margins should be 1 inch at the top, the bottom, and both sides.

B. Useastandard (non-proportiona) 12 pitch font or typeface, such as courier, per the
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justify
magi
ns).

C. Capitdize only the firgt letter of principa words when filling in the lines at the top of the form.
Be sure to include the area code with the telephone number, and the full mailing address
(including street and/or P.O. Box) with the zip code.

D. Type section headingsin dl capitd |etters followed by a colon and two spaces. Begin the
narrative immediately after the two spaces. Do not indent paragraphs, but do double-space
between them. Sections should be single-spaced.

E. Inaddition to the origina copy of the Abstract in the gpplication, send a second copy and a
disk copy in a separate envelope with the Grant (See Chapter 11 * Generd Indructions’).
Please indicate the type of software and operating system used (e.g., Word Perfect (IBM or
Mac), Word (IBM or Mac), MacWrite) on the envelope and/or disk label.

F. Project Identifier Information

Project Title: Lig thetitle asit will gppear

Project Number: Leave blank; Number will be assgned when grant is awarded

Project Director: The name and degree(s) of the project director aslisted on the grant

Contact Person: The person to be contacted by those seeking information about your
project

Awardee: The organization which receives the grant

Address:. The complete mailing address

Phone Number: Include area code, phone number, and extension if necessary

Fax Number: Include fax number

E-mail Address. Include eectronic mail address (Internet, HandsNet, etc.)

World Wide Web Address: If applicable, include the address for your project’s
World Wide Web ste on the Internet
Project Period: Include the entire proposed funding period, not just the one-year budget

period

[1. Abstract Narrative: The abdract is an indegpendent document which is disseminated
together with all MCHB abstracts. Therefore, no reference to other sections of the gpplication should
be made in the abstract narrative. Emphasi ze the project’ s uniquenessin this brief report using the
fallowing outline
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A. PROBLEM: Briefly describe the project area; the prevaence of problems related to infant
mortdity in your project areg; its pertinent racid/ethnic disparities; and the population to be
addressed. Identify issuesrelated to gaps in services to improve qudity of and accessto the
perinatd delivery system. State by ethnic and racial group, the project’s 1995-1997 aver age
and latest availableratefor infant, neonatal and post- neonatal mortality; the proportion
of low birthweight infants; and the number/per centage of live births. Also provide the
number/percentage of births to adolescents under 18 years, the proportion of children under two
with age appropriate immunization levels, and the percentage of children under 18 years of age
with family incomes below the Federal Poverty Level (for 1990 or latest year available). The
years for each statistic must be identified. Also, 1998 and 1999 data should be provided if such
verifiable (non-provisond) information is available.

B. GOALSAND OBJECTIVES: Identify the mgor goas and objectives for the project period
including those which address gaps in qudity and access to the perinatd system of carein the
community. Summarize, from the application narrative, specific performance-based objectives for
each servicemodd. Typicaly, projects define the god in one paragraph and present the
objectivesin anumbered lis.

C. METHODOLOGY: Describe each proposed modd and highlight activities which will be used
to attain the gods and objectives of that model. Comment on innovation, cost, and other
characteridics of the methodology. Activities discussed in this section should clearly define the
contributions and roles of the consortium, consumers, providers and other relevant partiesin
developing the program.

D. COORDINATION: Describe the coordination planned and implemented with appropriate
State, locad hedth and other key organizations in are(s) to be served by the project. Emphasize
the project’ s communications and collaborations with the State Title V MCH agency. Define the
role the consortium has had in the development of this project. Discuss the successful
collaborative activities and other accomplishments related to identification of resources by the
aoplicant.

E. EVALUATION: Briefly describe the eva uation methods which will be used to assess the
effectiveness and efficiency of the project in ataining its objectives. Methods for data collection
and anaysis should be clearly defined and incorporate the selected model -specific performance
indicators and commonly used anaytica methods.

I11. Guiddinesfor Preparing Your Annotation: Prepare a three-to-five sentence description of your
project which identifies the project’ s purpose, the needs and problems which are addressed, the godls
and objectives of the project, the activities which will be used to attain the goa's, and the materias
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which will be developed.

V. Key Words: Key words are the terms under which your project will be listed in the subject
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V. Submitting Your Abstract and Annotation: The National Center for Education in Maternd and

Child Hedlth (NCEMCH) will prepare the submitted abstract for publication once the gpplication

isapproved. It istherefore very important to follow the instructions for submission of the abstract
vay caefully.
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LIST OF KEYWORDS

Aftachment A 1

A list of keywords used to describe MCHB-funded projects follows. Please choose from thislist when
selecting termsto classfy your project.

Please note thet thislist is congtantly under development: new terms are being added and someterms are

being deleted. Also, thislist is currently being revised so that it will match more closdly the gpproved ligt of
keywords in the MCH Thesaurus. 1n the meantime, however, thislist can be used to help select keywords
to describe MCHB-funded projects.

If no term on this list adequatdly describes a concept which you would like to convey, please sdect aterm

which you think is appropriate and include it in your list of keywords.

Access to Hedth Care

Adolescent Hedth Programs

Adolescent Nutrition

Adolescent Parents

Adolescent Pregnancy

Adolescent Pregnancy
Prevention

Adolescent Risk Behavior
Prevention

Adolescents

African Americans

AIDS

AIDS Prevention

Alaska Natives

Anemia

Appdachians

Adan Language Maerids

Adans

Ashma

Audiovisud Maerids

Baby Bottle Tooth Decay

Back to Sleep

Bacterid Vaginosis

Battered Women

Behavior Disorders

Bereavement

Bilingud Services

Birth defects

Bonding

Breast Pumps

Breast feeding
Cambodians

Caregivers

Case Management
Cerebra Pasy

Child Abuse

Child Abuse Prevention
Child Care

Child Neglect

Child Nutrition

Child Sexud Abuse
Children with Specid Hedth
Needs

Cleft Lip

Cleft Palate

Cocane

Community Based Hedlth
Education

Community Based Hedlth
Services

Community Development
Community Integrated

36

Service System

Community Participation

Comprehensive Primary
Care

Congenitd Abnormdlities

Consortia

Continuing Education

Continuity of Care

Cod Effectiveness

Counsding

Cultura Diversty

Culturd Sengtivity

Curricula

Data Systems

Databases

Deafness

Decison Making kills

Ddayed Devel opment

Dentd Treatment of Children

with Disghilities

Depression

Developmentd Disdbilities

Developmental Screening

Didtitians

Dispute Resolution

Dissmination
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Down Syndrome

Early Childhood

Deve opment

Early Intervention

Emergency Medicd Services

for Children

Enabling Services

Falureto Thrive

Families

Family Centered Hedth Care

Family Centered Hedlth

Education

Family Characterigtics

Family Planning

Family Therapy

Family Support Services

Family Violence Prevention

Fathers

Feeding Disorders

Fetd Alcohol Syndrome

Formula

Foster Children

Genetic Counsding

Genetic Disorders

Genetic Screening

Gedationd Weight Gain

Grief

Hawaians

Head Start

Hedth Care Financing

Hedth Care Utilization

Hedlth Education

Hedlth Insurance

Hedlth Maintenance
Organizations

Hedth Professonas

Hedth Promotion

Hedthy Mothers Hedlthy

Babies Codlition

Hedthy Sart Initiative

Hedthy Tomorrows

Partnership for Children
Hearing Screening
Hemophilia
Hepatitis B
High Risk Pregnancy
Hispanics
HIV
Hmong
Home Vigting for At Risk

Families

Home Vigting Services

Homeless Persons

Hogpitds

Hypertension

[lInessesin Child Care

Immigrants

Immunization

Incarcerated Women

Incarcerated Y outh

Indian Hedlth Service

Indigence

Infant Heglth Care

Infant Morbidity

Infant Mortality

Infant Mortdity Review
Programs

Infant Nutrition

Infant Screening

Infants

Injuries

Injury Prevention

Intensive Care

Interconceptiona Care

Interagency Cooperation

Interdisciplinary Teams

Iron Deficiency Anemia

Iron Supplements

Language Barriers

Language Disorders

Laotians

Lead Poisoning
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Leedership Training
Learning Disabilities
Literacy

Locd Hedth Agencies
Loca MCH Programs
Low Birthweight

Low Income Population
Lower Birthweight
Males

Managed Care
Marijuana

Materna and Child Hedlth
Bureau

Materna Nutrition
MCH Research

Media Campaigns
Medicad

Medicaid Managed Care
Medicd Home

Mental Health

Menta Hedlth Services
Menta Retardation
Mexicans
Micronesans

Migrants

Minority Groups
Minority Hedth

Mobile Hedth Units
Morbidity

Mortality

Multiple Births

Native Americans
Needs Assessment
Neonatd Intensve Care
Neonatal Mortdity
Neonates

Neurologicd Disorders
Newborn Screening
Nurse Midwives
Nurses

Nutrition



Obgtetricians

One Stop Shopping
Ora Hedth
CtitisMedia

Outreach

Pecific Idanders
Pargprofessiona Education
Parent Education

Parent Networks

Parent Professiond-
Communication

Parent Support Groups
Parent Support Services
Parentd Vidts

Parenting Skills

Parents

Petient Education
Pediatric Dentistry
Pediatric Intensve Care Units
Pediatric Nurse Practitioners
Pediaricians

Peer Counsdling

Peer Support Programs
Perinatd Hedlth
Physicd Disabilities
Preconception Care
Pregnant Adolescents
Pregnant Women
Prematurity

Prenatal Care

Prenatal Screening
Preschool Children
Preterm Birth
Preventive Hedth Care
Primary Care
Professond Education
Public Hedth Education
Public Hedth Nurses
Public Private Partnership
Puerto Ricans

Qudity Assurance
Regiondized Care
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Rembursement

Repesat pregnancy prevention

Research

Resdentid Care

Runaways

Rura Population

Safety in Child Care

Safety Seats

School Age Children

School Dropouts

School Hedth

School Nurses

Schools

Screening

Sedt Belts

Sdf Esteem

Service Coordination

Sex Roles

Sexud Behavior

Sexudity Education

Sexudly Transmitted

Diseases

Shaken Infant Syndrome

Shlings

Sickle Cdl Disease

Smoking During Pregnancy

Socia Work

Southeast Asans

Spanish Language Materids

Specid Education Programs

Specidized Care

Specidized Child Care
Services

Speech Disorders

Spina Bifida

Spouse Abuse

Standards of Care

State Hedlth Agencies

State Systems Devel opment

Initiative

Stress

Substance Abuse
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Substance Abuse Prevention

Substance Abuse Treatment

Substance Abusing Pregnant
Women

Substance Exposed Children

Substance Exposed Infants

Sudden Infant Desth Syndrome

Support Groups

Tertiary Care Centers

Third Party Payers

TitleV Programs

Toddlers

Traning

Transportation

Trauma

Twins

Uninsured

Urban Population

Viethamese

Violence

Violence Prevention

Waiver 1115

Wedl Baby Care

Well Child Care

WIC

Youthin Trangtion
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ATTACHMENT A 2

HEALTHY START INITIATIVE - PHASE |1

SAMPLE ABSTRACT

Project Title: Hedthy Start/Urban City (HEALTHY START/UC)
Project Director: Michael Briggs, M.SW.
Contact Person: Miched Briggs
Applicant Agency: Urban City Health Association, Inc. (UCHA)
Address: 3020 Jones Street, Room 347

Urban City, Nowhere 00000
Phone Number: (000) 123-4567
Fax Number: (000) 456-7891
E-mail Address: hsucl@aol.com
World Wide Web Address;  www.example@AHHS.com
Project Period: 6/1/00-5/31/04

PROBLEM: The three densdly populated urban communities that make up the Hedthy Start/ Urban City
(HEALTHY START/UC) project area--Greenbed, South Central, and Terrace Heights--are the sites of
the Nation’ s degpest and most intractable poverty. These communities are dso known for their cultura
diversity and rich histories. 1n 1990, 175,000 people lived in these three service areas. In 1990 more
than haf of children under 18 (51.0%) lived in families whose incomes were a or below the poverty levd,
and nearly one-third of the families received public assstance. Almost one-third of al the residents of
these communities (54,250) were women of childbearing age (aged 10-44). Public and privately funded
providersin the project area offer avariety of health and socid services, yet many pregnant women are
excluded from the service net. Data from 1995-1997 show that one-third (33.9 percent) of women giving
birth in the project areareceived no prenata care; 1998 data shows no red improvement. Similarly,
infants often do not receive routine well baby care asis reflected by lower immunization leves; in 1998,
87% of children younger than two in the project area were appropriately immunized.

In 1998, the infant mortdlity rate (IMR) was higher, 17.3 (22.5 for African Americans, 12.6 for Whites,
and 15.3 for Hispanics) than it had been in 1995-1997 when it averaged 16.6 (22.3 for Blacks, 12.7 for
Whites, and 15.0 for Higpanics). The neonatal mortaity rate (NMR) for 1998 was 8.8 (12.6 for Blacks,
8.3 for Whites, and 8.7 for Hispanics) which shows some improvement over the average 1995-1997 rate
of 9.1 (14.8 for Blacks, 6.2 for Whites and 6.7 for Hispanics,) 1t should be noted that while there was
some improvement in NMR for Blacks, this was not true for the other two population groups in the project
area. Post-neonatd mortdity rates were dightly higher in 1998 (8.7) for dl three communities than in
1995-1997 (7.6): in 1998 the rate was 9.7 for Blacks, 6.2 for Whites and 6.6 for Hispanics; the three-
year average from 1995-1997 for Blacks was 7.5, for Whites 6.5, and for Hispanics 8.3.
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The proportion of low birthweight babies for 1998 of 11.7 (16.2% for Blacks, 5.9% for Whites, and
10.5% for Higpanics) was aso dightly higher than the 1995-1997 average percent of 10.2 (15.6% for
Blacks, 6.7% for Whites and 10.6% for Hispanics). The number of live birthsin the project areafor 1998
was 4691 (1467 for Blacks, 2348 for Whites, and 550 for Hispanics)) This compares with the 1995-
1997 average of 4105 (1284 for Blacks, 2055 for Whites, and 481 for Higpanics.)

The HEALTHY START/UC needs assessment showed that hedth care and socid service providersin the
project area are short staffed, overburdened and often perceived by residents to be insengtive to their
needs and problems. Services are often fragmented which has resulted in women and infants being lost to
follow up. A high proportion of births occur to women under the age of 18 (8.7% in 1998) who are not
prepared for parenthood or to older women stretched to the limit by other reponsibilities. Drug useis
pervasive, and prevention and trestment programs are scarce. Sexudly transmitted diseases, including
HIV, are epidemic. Housing isinadequate and dangerous. Child careis difficult to obtain, and domestic
violence is a hidden problem and probably a significant factor for poor birth outcomes. Given dl the
burdens faced by women and their families, infant mortdity is not dways perceived as apriority. The
chdlenge for the HEALTHY START/UC project is not only to provide and coordinate services, but to
mobilize communities to take ownership of the problem and to design and implement programs thet they
themselves fed have the best chance of success.

GOALSAND OBJECTIVES: In an effort to address some of the more critica needsidentified by the
needs assessment and reduce factors associated with high infant mortdity rates, the HEALTHY
START/UC project hasidentified three mgor goals. These godsinclude: 1) to improve health and socia
sarvices care coordination; 2) to enhance provider senstivity to mgor cultura hedth and belief practices of
the community; and 3) to increase identification and referra of domestic violence. Each god relatesto one
of the models described under “Methodology” below and has two or three objectives.

To improve hedth and socid service care coordination the project proposesto: 1) Complete initid risk
assessments on dl clients, both prenata women and infants, and assst 90% of those needing specia
referrd services (i.e. smoking cessation or Early Intervention) to obtain follow up by 5/31/04; 2) Assure
that 90% of pregnant women who receive HEALTHY START/UC case management services have
adequate hedlth care (defined by trimester of entry into HEALTHY START/UC) by 5/31/04; and 3)
Provide home vigits within 72 hours after birth and hospita discharge to 100% of infants born to mothers
with arisk status of 8 or higher by 5/31/04.

Enhanced provider sengtivity to mgor cultural hedth and belief practices of the community will be
consdered successful if the project is able to: 1) Reduce by 20% prenatal and initid pediatric (infant) “no
show” rates at dl city and community clinics within the project area by 5/31/04; 2) Increase to 75% the
proportion of prenata women at four OB/Gyn clinics who seek post partum care within six weeks after
ddivery, by 5/31/04; and 3) Complete culturd sengtivity training for 75% of providers by 5/31/04.

To improve identification and referral of domestic violence, the project proposesto: 1) Train 90% of

prenatal and pediatric direct care providers serving the project area by 05/31/04; and 2) Screen 95 % of
prenata women and parents of infants at the four project area clinics/agencies by 5/31/04.
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METHODOLOGY: The mgor thrust of the HEALTHY START/UC project will be to expand existing
sarvicesin dl three communities to encourage women to seek early and regular prenatal care, to increase
provider sengtivity to culturd diverdty and the resource needs of familiesliving in poverty, and to enhance
domestic violence identification and referral. The first model, case management for pregnant and parenting
women, will address system fragmentation and encourage women to learn more about prenata and/or
infant care. Clients (pregnant women and infants) who are identified by health or socid service providers,
homeess shdters, churches or othersin the community (including consortium members) will recaive arisk
assessment; those who score in the top 50% for medica or socid risk factorswill be digible to participate
in case management services. Those who are a lower risk will be referred to hedlth care agenciesif they
have not initiated prenatd or infant heath care. A mgor focus of these services will be to provide hedth
educeation on prenatd and/or infant care aswell as enhancing parenting skills for familieswith infants.
Clients will learn more about the basics of managed care, resource avail ability, and how to access these
resources. A primary focus for the case manager will be assuring that each client receives regular hedth
care and has ass stance with trangportation as needed. Mgor case management providersin the area will
collaboratively establish case management protocols based on risk levels of clients, conduct joint saffing
training, and recruit the additiona case managers to serve the target population.

The second mode will focus on cultural sengtivity and resource availability training for providers. Asa
result of the needs assessment, severd providers have indicated they are not familiar with some of the
dominant culturesin each of the three communities. Individua beliefs and practices as well as the nature
and extent of family support are often associated with client culture(s), and these in turn have an effect on
the hedlth-seeking behavior (commonly called “compliance’ by hedth care professionds) of familiesin
these communities. With guidance from the consortium, HEALTHY START/UC will offer aseriesof in-
sarvice sessons a 10 hedth and socid service provider agencies. The consortium will develop aresource
guide, with assistance from project aff, which will be handed out and utilized a these training sessons.

Domestic violence may involve spouse and/or child abuse. It is congdered to be a Sgnificant factor
associated with both fetd and infant mortaity. The third model, domestic violence identification and
referrd, will involve development of a uniform domestic violence risk assessment tool, implementation of
thistool a many mgor hedth and socid service agenciesin the project area, and identification of treatment
resources available. In conjunction with key hedth and socia service providers and clergy on the
consortium, locdly available expertsin the fild will develop a smple but effective domestic violence
assessment tool. Once the tool has been developed, this team will help train providers of at least seven
hedlth or socia service agencies on its importance and use. As part of thistraining, alist and brief
description of referral agencies will be provided.

COORDINATION: Thecity-wide HEALTHY START/UC consortium, a group of more than 50 public
and private agencies has been in existence for more than four years. In the past, amgor focus for the
consortium has been primary educeation (including development of a hedth curriculum for the schools) and
safety, and to some extent, community violence. Increasing concerns about domestic and community
violence, the addition of UC Department of Public Hedth (UC DPH) representation on the consortium
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within the past year, and results of the needs assessment have indicated that infant mortdity isalso
sgnificant problem which should be addressed in a more comprehensive manner and with greater
resources than have previoudy been available. To ensure adequate community representation,
membership includes residents and consumers from each community, a representative from the UC DPH
and the Department of Education, staff from hedlth clinics and socid service agencies, clergy, locdl
business representatives and other key community leaders. The consortium reviewed results of the needs
assessment and assisted with the prioritization of problems to be addressed in the gpplication. Executive
board members reviewed the application prior to submission. Data from the needs assessment and project
plans have been shared with the State Title V Director who has expressed much interest in al three
modds, particularly development and implementation of the domestic violence risk assessment toal.
Discussions have been initiated with two loca corporations, one of which has alarge number of minimum
wage employees, regarding sustaining and expanding Modds 1 and 3. Within the next year, the
consortium plans to add health maintenance organization and university professond daff representatives.

EVALUATION: The evauation will involve analyss of data from two different data processes. For the
first data process, data collection will focus on variables related to the objectives identified above. Data
collection for Mode 1 (case management) will be done exclusvely by case managers and/or their data
collection gtaff who will obtain written client consent a the time of the initid risk assessment. For the
second process, data collection for the other two modeswill involve a random sampling of gppropriate
clinic records at the participating clinics or agencies. For these models, agency or clinic participation in any
of the Hedthy Start Initidtive - Phase 11 activities will involve a sgned Memorandum of Agreement
between UCHA and each clinic to participate in the data collection process.

Annotation:

To address some of the more critica needs of the Urban City maternal and infant population, and reduce
factors associated with high infant mortdity rates, the HSUC project and its consortium have identified
three mgjor gods. These goasinclude: 1) to improve hedlth and socid services care coordination; 2) to
enhance provider sengtivity to mgjor culturd hedth and belief practices of the community; and 3) to
increase identification and referra of domestic violence. The consortium will work with project Saff to
help assure that objectives and goas are met.

Key Words:

African-American/Black; Case Management/Care Coordination; Consortium; Cultural Sengtivity; Data
Collection; Domestic Violence; Domestic Violence Screening Tool; Hedlth Education; Hedthy Start
Initiative; Hispanic/Laina/Latino; Immunization Leves, Infant Hedth Care; Infant Mortdlity; Low
Birthweight; Managed Care; Needs Assessment; Neonatal Mortality Rate; Objectives, Parenting SKills;
Pregnant Women; Post-Neonatal Mortality Rate; Provider Training; Resource Guide; Risk Assessment;
White; Women of Childbearing Age.
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ATTACHMENT B

GUIDELINES FOR BUDGET AND BUDGET JUSTIFICATION

General:

In addition to the enclosed "DHHS - PHS Grant Application, Form PHS 5161-1" (Instructions)
and the generd information presented in budget section of Chapter 111 of the guidance, the following
specific ingtructions are provided to asss al gpplicants for Hedthy Start grant applicants prepare
their budget proposa and budget judtifications.

Ingtructions for the required multi-year budget submission have been integrated into this attachment.
Funding for each year of the project period is based upon the availability of funds and satisfactory
programmatic progress of the grantee. The submitted budget for the second and subsequent years of
the project period can be estimations. (Note: Rebudgeting of Hedlthy Start Initiative funds must
comply with Grants Management Policy and any conditionsincluded in the Notice of Grant Award)

The budget judtification requires the gpplicant to show how specific line items support the project
operations. All costs in the submitted budget for each year should be reasonable, necessary and
consigtent with the project's proposed models, objectives and activities. Because of its anticipated
length, the narrative Budget Judtification will not be counted toward the page limit of the application,
but should be placed in front the Project Abstract and have sequentially number ed pages.

Project Period and Budget Period Specificationsfor Healthy Start Initiative- Eliminating
Racial/Ethnic Disparities:

“ Project Period: The total time for which support of a discretionary project has been
programmatically approved. A project period may consist of one or more budget
periods. Thetotal project period comprisesthe original project period and any
extensions.”

“ Budget Period: Theinterval of time (usually 12 months) into which the project period
isdivided for budgetary and funding purposes.”
(Ref.: PHS Grants Policy Statement, April 1, 1994, pp. 2-3 and 2-1)

Project Period: June 1, 2000 through May 31, 2004.
Maximum Annua Budget: $500,000 pending availability of funds

Budget Period time frames. (A separate line item budget (SF424A) and budget judtification
will need to be submitted for each of the following budget periods):

BY 00/01 Budget Period: June 1, 2000 through May 31, 2001,

BY 01/02 Budget Period: June 1, 2001 through May 31, 2002,

BY 02/03 Budget Period: June 1, 2002 through May 31, 2003; and

BY 03/04 Budget Period: June 1, 2003 through May 31, 2004.
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Proposed Budgets for this specific competition must include the required models of
Consortium, and Case Management; other models may be considered based on need and
avallability of funds.

1.  Funding Utilization and Budgeting Requirements. Appliesto all applicants:.

No Supplantation: Hedthy Start Initiative funds may only be used to supplement and not
supplant other Federal or non-Federd funds that would otherwise be made available to the
project.

Shared Saffing: Applicants proposing to utilize the same director or contractud staff across
multiple grants (e.g., CISS, Hedthy Start Initiative, State Title V' block grant) should assure thet
the combined funding for each position does not exceed 100% FTE. If such anirregularity is
found, funding will be reduced accordingly.

Cash Stipends/Incentives. Funds cannot be utilized for cash stipends/incentives to clientsto
enrall in project services. However, funds can be used to facilitate participation in project
activities (e.g. day care/transportation costs/tokens to attend prenata clinic visit), aswell asfor
services rendered to the project (e.g., adolescent peer mentors).

Purchase of Vehicles: Because of limited project period of the Hedthy Start Initiative grants,
projects should not alocate funds to buy vehicles for the trangportation of clients and should
instead lease vehicles or contract for these services.

No Lobbying: Hedthy Start Initiative Funds cannot be used to lobby the Executive or Legiddive
branches of the Federd Government in connection with the Hedthy Start Initiative. All gpplicants
should review and sign Page 21 of PHS 5161-1 (Rev. 6/99) certifying that project funds are not
being used for lobbying activities. Pursuant to Section 1352 of Title 31, United States Code, dll
grantees must now disclose any lobbying undertaken with non-Federa (non-appropriated funds).
If non-Federd funds are being used for lobbying activities, grantees must disclose thisinformation
by completing Standard Form LLL "Disclosure of Lobbying Activities' Page 21 of PHS 5161-1
(Rev. 6/99).

V. Healthy Start Initiative: Overall Project and M ode-specific Budgets: Applicants must
submit BOTH total and model-specific budgets for each budget year of the project period
according to the ingtructions below.

A. SF 424A (Section A, C, D, E, F)
The applicant must complete Sections A, C, D, E and F of the SF 424A budget form
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following the directions found in the PHS 5161-1 Ingtruction Booklet.

B. SF 424A (Section B)

SF 424A Section B should not be completed until the mode -specific budgets described
below are completed. During the application review process, the funding leve for each approved
goplication (and eech HEALTHY START approved model) will be determined.

The modd-specific budgets should be detailed on a separate budget form (sample included in
Attachment B-2) for each budget year. To facilitate the review and funding determinations, the
proposed mode -specific budgets must have stland done cost estimates with accompanying line
item judtification, including cost breskdowns. The project’s budget should have a column for
eech of thefallowing:

C project-wide Administration and Management/Evaluation costs
C the Organizationd Modd-Consortium

C eachof theproposed service models.

The modd-specific budget should be attached to the SF 424A.

The“Totad” columnin SF 424A Section B should reflect the grand totd of al
adminigtration/management/eva uation and modd-specific budgets by object class category, as
detailed above. The other columnsin Section B should not be completed; see the samplein
Attachment B-2.

OBJECT CLASSCATEGORIES (Line6): Thefollowing PHS Ingructions for Form
424A, "Section B - Budget Categories, (line 6). Object Class Categories' have been clarified.

A.  Personnel: The sdaries and wages of only those project staff directly employed by the
grantee agency should be reflected in this object class category and entered on line “&2:
Personnd: All Others’. Thetota costs (including locd travel) for those project saff hired by
the applicant agency as consultants or through individua or agency contracts should be
itemized under the appropriate object class category, “Consultant Costs’ (see ltem 3
below) or “Contractud” (see Item 10 below).

For dl gpplicant agency gaff involved in the project, list each position with annud sdary leve
and percentage of full time equivaency (FTE) on Hedthy Start Initiative programs on the SF
424A Supplement - Key Personne Form found in Attachment B-1. In listing the positions
on this form, provide the name and degrees (as gppropriate) of the incumbent if the position
isfilled (e.g. John Doe, M.SW.), and vacant, (e.g., "vacant - PHN") if the position is new or
not filled as of the date of application submisson. If the project has multiple employeesin
both the same position and same % FTE (e.g. full-time outreach workers), enter the number
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of pogtionsfilled on one line and the number of positions vacant on the subsequent line (eg.,
line 1: 10 outreach workers[7.5 FTE] filled...., line 2: 5 outreach workers [3.75 FTE]
vacant...)

The Budget Judtification narrative should include a succinct description of the specific role
and activities of each position funded by the proposed project. Position descriptions, along
with a curriculum vitae (not to exceed 2 pages) for dl key staff postions (i.e., Project
Director, Chief Financid Officer, Director of Loca Evauation) for which grant support is
requested, must be included.

Under Personnd category on the budget form , there are 2 new lines, “Mentoring”, and “All
Other”. All Hedthy Start Initiative Mentoring projects are to provide cost estimates for both
lines. All other Hedthy Start Initiative gpplicants should only provide personnel costs under
the row “All Other”.

B. Fringe Benefits: Cogs should be caculated using the gpplicant agency’ s formally
established policy. The Budget Judtification narrative should indicate the numericd rate used
by the applicant agency.

C. Travel: This category should be divided into local and out of areallong distance travel costs for
grantee agency staff only; travel cogts for consultant or contractors should be included in
those corresponding lines (i.e., ‘consultant’, *contractud’). For loca travel, include mileage
reimbursement rate, and estimates of mileage, public trangportation fares, and number of staff
to which this gpplies. For each proposed long distance trip, the budget justification must
provide the trip’s purpose and destination, and the estimated unit cost for: &) trangportation,
b) rate of per diem (medls and lodging), and c) the number of persons and duration of travel.

The travel budget should include proposed trips to conferences'meetings, including the
mandatory MCHB sponsored grantee meetingsin Washington, D.C. Please specify the
number of trips, destinations, duration and type of conference/meetings up to a maximum of
10 person trips.

D. Equipment: Any durable good having a unit cost in excess of $5,000 is considered
equipment. items having asmadler unit cost should be placed under “e Supplies’ on the SF
424A form. In the budget jutification, describe the equipment by individud item, unit cog,
quantity, and physica location of proposed equipment (e.g., grantee, Hedthy Start Initiative
sarvice Ste, subcontractor). 1f the equipment is to be shared by multiple programs, (e.g.,
Hedthy Start, WIC, Family Planning) within an agency, the proposed costs should be
prorated across the involved programs, and described as such in the budget justification.

E.  Supplies: A guiddine of $500 per full-time project employee per year can be used to
estimate the cost for office supplies. For other supplies, describe types and costs (eg.,
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public information materials, computer items under $5000 unit cogt, and dlinic supplies). If a
“Supplies’ item is to be shared by multiple programs, (e.g., Hedthy Start, WIC, Family
Planning) within an agency, the proposed costs should be prorated across the involved
programs, and described as such in the budget judtification.

F. Contractual: A budget for each contractor or sub-contractor, prepared and justified
using these same indructions (including indirect costs), should be included in line f-1 or -2,
under ‘Contractud’. The figures under these linesin the first column, “ Adminigration and
Management” should reflect dl management related contracts and consultants except for
those connected to the project’ s evauation activities; these latter costs will now be inserted
in the new budget line, “h-3. Evauation”. It must be emphasized that PHS grant regulations
permit grantees to use funds for contracts and subcontracts but not for subgrants.

Consultants should dso be included in this line item, but they should be listed separately.
Detail the hourly rate, and estimated total number of hours needed; the judtification should
include the type of consultant services needed, and role the consultant(s) will play in the
project activities.

G.Construction (Alterations and Renovations): Congtruction will not be an alowable cost on
Hedthy Start Initiative grants, however, for dterations and renovations refer to PHS Grants
Policy Statement, (April 1, 1994) pp. 7-2, -3, and -4 for guidelines.

H.Other:
H-1 Other Misc. Costs Describe each item with itemized associated costs.
Examples
*  Rent/lease: include rate per square footage, number of square feet and duration of lease;
provide estimates to demondirate that the rate is within the current market range for a
fadlity in that community.
» Maintenance agreements. identify item and cost;
* Metings (eg., hedth fairs, consortium meetings): identify costs, frequency, purpose and
estimated number of participants;
» Similar costs proposed for a contractor should NOT appear in the 'Other’ category, but
rather as part of that contractor's budget, and subsumed under the ‘ Contractual’” object
class category (item 6).
*  Internet Access subscriptions/setup (Required);
*  Professond organization dues, related to the project;

H-2 Patient Care:  Patient Care should also be included in the ‘ Other’ category.
Judtification should include unit codts per visit, test, and medication per client, and the
anticipated number of clients for each type of service. The budgeted costs for Petient
Care, either directly or contractually provided, cannot exceed current reimbursement
rates of Medicaid, Blue Cross/Blue Shield, or other common insurance carriers.
Hedthy Start Initiative funds should be the last fisca resource for care services, if a
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patient isinsured or digible for third party reimbursement, the project and al its
contractors must bill/utilize those resourcesfirst. Any rebudgeting out of Petient Care
costs must have prior PHS approva.

* In-patient - For Hedthy Start Initiative, substance abuse treatment is the only

dlowable in-patient careitem.
*  Out-Petient - All reasonable ambulatory costs directly related to project services
incurred under the limitations described above in this section are dlowable.

H-3. Evaluation: All costs related to the project’ s evaluations activities should be estimated
in this new line item, and only under the Adminigration and Management column. The
budget judtification narrative should ddineate the costs in terms of contracts, consultants,
supplies, travel, etc.

H-4. Mentoring: Does not gpply to applicantsin this competition.
. Total Direct Charges: Totd dl lineitem costs of the categories above.

J. Indirect Charges. For Indirect Costs, see Instructions in PHS 5161-1 (dated 6/99), page
11. Please notethat if indirect codts are requested, the grantee must submit a copy of the
latest negotiated rate agreement (on same pages). The indirect costs rate for
universtieseducationa ingitutions refers to the "Other Sponsored ProgranVActivities' rate
and not the research rate.

It should be noted that Hedthy Start Initiative traditionaly has recommended that indirect
costs not exceed 10% of the project’ stota budget.

K. Total Costs(by Modd): List thetotal costs by proposed mode (column).

VI. Egtimated Program Income:. Program Income is income earned by a grantee from activities, al
or part of which are borne as direct grant costs (see PHS Grants Policy Statement, pp. 8-10).
Only Program Income which the grantee agency anticipates receiving during the proposed budget
period is to be reported on this form; program income generated by contractors should not be
reported. Examples of program income include:

» feesearned from services performed under the project;

e third party rembursement and patient payment for medica or other services, such as
payments from insurance carriers and patient diding scale fees, and,

»  funds generated by the sde of commodities, such as training manuas and hedth
education materids.

Reminder: The“Totd” columnin SF 424A Section B should reflect the grand totd of al
administration/management/eva uation and model -specific budgets by object class category, as detailed
above. The other columnsin Section B should not be completed; seethe samplein Attachment B-2.
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ATTACHMENT B-1

SUPPLEMENT TO SECTION F of FORM 424A
KEY PERSONNEL

NO. TOTAL
NAME AND ANNUAL MONTHS % AMOUNT
POSITION TITLE SALARY BUDGET TIME REQUESTED
1/1/00 1/2/00 1/3/00 1/4/00
$ %
FRINGE BENEFIT
(Rate__) Totd
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SAMPLE ATTACHMENT TO SECTION B, SF 424A

ATTACHMENT B 2

HEALTHY START INITIATIVE - PHASE II BUDGET SUMMARY
Object Class Adminigtration Organizationd Service Modéd Outreach Enhanced Clinica Totd
Categories ad Model Case | (Optiond Modd) Services Costs
Management* Consortium Management (Optiond Model)
arsonngl $56,000 $16,000 $155,000 $35,000 $31,000 $293,000
1. M¢ntoring $6,000
2. AllfOthers $50,000 $16,000 $155,000 $35,000 $31,000
“inge Benefits $13,440 $3,840 $37,200 $8,400 $7,440 $70,320
ravel $5,000 $1,400 $28,000 $3,000 $1,200 $38,600
gui pmgnt $10,000 $24,000 $34,000
Jpplies $4,000 $500 $98,000 $8,200 $6,500 $117,200
ntractal: $51,300
1. Contractors $7,000 $300 $14,000 $10,000 $15,000
2. Consultants $3,000 $1,500 $500
onstrugtion $5,000 $9,000 $14,000
ther $298,800
Other INisc. Costs $63,000 $2,500 $14,000 $28,400 $26,400
datient [Care: Inpatient $4,000 $24,000
Outpatient $68,000 $15,000
Evalugfion $50,000
Mentojing $3,500
stal Diect Charges Costs $216,940 $27,540 $451,200 $94,500 $127,040 $917,220
direct Charges (Costs) ** $36,332 $36,332
otals (§4m 6j and 6k) $251,000 $27,540 $451,200 $94,500 $127,040 $951,280
st. Program Income $60,000 $825 $51,000 $111,825

* This column should address project-wide, non-model specific costs for administration and management. See definition of allowable administration costs in Attachment A.

** For Indirect Costs, see Instructionsin PHS 5161-1 (dated 6/99), p. 11
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SAMPLE ATTACHMENT TO SECTION B, SF 424A
HEALTHY START INITIATIVE - PHASE Il BUDGET SUMMARY

ADMINISTRATION ORGANIZATION SERVICE OUTREACH ENHANCED

. & MODEL MODEL PROGRAMS CLINICAL
OBJECT CLASS CATEGORIES MANAGEMENT* CONSORTIUM CASE (Optional) SERVICES

TOTAL COSTS

arsonngl

1. Mpntoring

2. Al} Others

‘inge Benefits

ravel

qui pmgnt

Jpplied

ntractdial :

1. Contractors

2. Consultants

‘onstrugtion

ther

Other Misc. Costs

PatientjCare: Inpatient

Outpatient

. Evalugtion

. Mentgring

stal Divlect Charges Costs

direct Charges (Costs) **

otals (§im of 6j and 6k)

st. Program Income

* This column should address project-wide, non-model specific costs for administration and management. See definition of allowable administration costsin Attachment A.

** For Indirect Costs, see Instructionsin PHS 5161-1 (dated 6/99), p. 11.
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Attachment C
INSTRUCTIONS FOR COMPLETING THE APPLICATION

A. Suggestions for Preparing the Application
In evauating the gpplications, reviewers will use only the information presented in the gpplication to assess
the applicants response to the Review Factors and Criteria. It is essentid that the gpplication and
responses to the Review Factors and Criteria are clear, complete and adequately supported by
necessary data, as appropriate.

B. Format and Style
This section provides detailed ingtructions for formatting and organizing the grant application. A clearly
written and easy-to-read grant proposal should be the god of every gpplicant, since the outcome
of the review process depends on information provided in the application narrative. Therefore,
MCHB urges dl gpplicants to develop their gpplications with the following:

- Correct grammar, spelling, punctuation, and word usage.

- Conggency ingyle. (eg., The Elements of Style by Professors William Strunk, J. and E. B. White,
Words into Type, The Chicago Manual of Style, or GPO's A Manual of Style)

- Conggency of references (e.g., in this guidance document the Maternd and Child Hedlth Bureau is
caled the Maternd and Child Hedlth Bureau or MCHB.)

1. How to Format the Application

MCHB prefers that the format and style of each gpplication substantialy reflect the format and style
used in this guidance. To promote readability and congstency in organization, MCHB has established
specific conventions for the format of the project narrative, its project abstract, and appendices.
Conventions for each are discussed below. Wherever conventions for the individua parts of the grant
proposa differ, the parts are discussed separately. Otherwise, the specific convention gppliesto dl parts of
the grant proposd.

- Table of Contents-A Table of Contentsisrequired. Use the Table of Contents of this Guidance asa
formaiting and style guide.

- Page Headings--The name of the project should appear in the top Ieft corner of each page of the
project abstract, project narrative, and appendices as a header.

- Margins—-Theinitid left and dl right margins should be 1inch.  Top, bottom, and right margins should
be 1 inch each.

- Headings and Indentations --The section headings used in this document are also to be used in your
application. Note aso the progressive indentation of each subdivison and sub-subdivison. The initia
subheadings only are underlined. This visudly distinguishes them from their subordinate subdivison.
The latter are indented more than their superiors. Thisis carried out through the text of the document.
Thisformat will dlow dl usersto locate desired text efficiently. In addition, it should assgt reviewersin
quickly locating text under particular subheadings to facilitate comparisons among competing
goplications.

- Headings--Chapter headingsin dl parts of the grant application should be typed flush left in al caps,
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bold type. Subordinate ranks of subheadings are indented in accordance with their respective
ranks.
--  Project Abstract--Center the words “PROJECT ABSTRACT”

--  Project Narrative-Center the words “PROJECT NARRATIVE’
--  Appendices--Identify appendices by labeling and titling each appendix. All attachments should
be compatible with the suggested format.

Page Limit and Spacing-- Note: If applications exceed the limits specified below, they are subject to

being returned without review.

--  Project Abstract--The project abstract may not exceed four pages. Only snge-spaced, one-
Sided pages are acceptable. (See Attachment C.)

--  Project Narrative-The project narrative may not exceed 75 pages. The page limit includes any
referenced charts or figures but does not include the project abstract, budget justification, tables,
nor gppendices. Only single-spaced (with double-spacing between paragraphs), one-sided pages
are acceptable. Consecutive, Arabic numerds (beginning with 1) should appear centered at the
bottom of each page. Please paginate al charts or figures appearing within the body of the text
consecutively with the text.

--  Appendices--Appendices must not exceed 100 pages and must include al supporting
documentation, such as (1) suggested consortium rogter, (2) organizational chart, position
descriptions and curricula vitae, (3) memoranda or |etters of agreement and support, and (4)
evauation insruments/plans. Spacing will vary depending on the nature of the gppendix, but only
one-sided pages are acceptable. Centered at the bottom of each page, labd each page of the
appendix with the Consecutive Uppercase Letter reflecting the gppendix section followed by the
page number using Consecutive, Arabic numerals (beginning with 1), eg., A-1, A-2..B-1, €tc.

Typeface--Use any easily readable sexif typeface, such as Times New Roman, Courier, or New

Century Schoolbook.

Type Sze--Size of type must be at least 10-point; 12-point is preferable. Type density must be no

more than 15 characters per inch. No more than six lines of type per verticd inch are dlowable.

Figures, charts, legends, footnotes, etc., may be smaller or more dense, but must be readily legible.

Page Numbering

--  Budget--Consecutive, Arabic numerds (beginning with 1) should gppear centered at the bottom
of each page

--  Table of Contents-Consecutive, lowercase Roman numerals should appear centered at the
bottom of the appropriate page.

How to Organize the Application

Y ou should assemble the gpplication in the order shown below:

Letter Of Tranamitta (Applicant data demongtrating that they meet the digibility factors mus be
documented in the this | tter)

Table of contents for entire gpplication with page numbers

SF-424 Application for Federal Assistance

Checklist included with PHS 5161-1 (Application Kit, pages 25-26)

SF 424A Budget Information--Non-Construction Programs

Budget judtification (Attachment B)
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- Key personne form (Attachment B-1)
- Federa assurances (SF 424B)
- Project Abgtract (Attachment C)
- Project Narrative
- Appendices

3. Copies Required
Applicants are required to submit one ink-signed origina and two copies of the completed
goplication. A tota of six copieswill be used during the review process. Additional submission of three
more copies by the gpplicant is optiond. Disk copies of the submitted application narrative and the
project abstract in aformat which can be imported into Word Perfect for Windows 6.1 mug also be
submitted.

C. Reguirements
To be consdered for the Hedlthy Start Initiative grant under this competition, applicants

must meet dl of the requirements listed below. If an gpplicant fails to meet one of these requirements,
the application may not be accepted for review and may be returned to the gpplicant.
- Complete required standard application forms and provide budget justification.
- Document submission of a Public Hedth System Impact Statement (PHSIS) or Project Abstract to the
State TitleV MCH Director. (e.g., aletter from Federd or State officiads documenting receipt of same)
- Provide a complete gpplication which addresses dl review criteriain a substantive manner in the
required format.

Each of these requirementsis discussed in detall below.
1. Oveview of Application Form PHS 5161-1 and Related Program Concerns

An officid application is composed of saven sections which are described more fully in the forma
grant gpplication form entitled PHS Grant Application Form PHS 5161-1.

- Thefirst section contains information about PHS policies and procedures.

- The second section, SF-424, is the Face Page and requests basic information about the
applicant and project.

- Thethird section, SF-424A (non-construction) pertains to budget information (see pages 11-12 and
the budget narrative, page 23).

- Thefourth section, SF-424B, concerns Assur ances and must be signed by an authorized
representative of the gpplicant organization.

- Thefifth section concerns Certifications (page 13).

- The sixth section concerns the program narrative (page 21).

- Thelast section congsts of a Checklist which must be included with al gpplications (pages 25-26).

Sandard Forms 424C and 424D are not necessary for this application and should be
ignored. Sdlected portions of the indructions are amplified and highlighted here:

- The Catalog of Federal Domestic Assistance Number (CFDA) is 93.926E
- SF-424, 1tem 10, for Program Title, enter thetitle of this competition: HSI : Eliminating Disparitiesin
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Perinatal Health
- SF-424, Item 13, enter the dates for the complete project period June 1, 2000 -
May 31, 2004.

- Thefollowing ingructions should be used in completing SF-424A:

For each part of SF-424A, Section B budget categories, applicants must submit on supplemental
sheet(s) an itemized judtification for each individua budget category line (6aj). Applicantstypicaly
identify the specific needs, but often fail to write ajudtification of those needs. These detailed budget
judtifications require the applicant to show specific references to the project plan related to how the
requested dollar amount was developed. Applicants are not required to submit copies of contracts;
however, personnel, scopes of work, budgets, and budget justifications of contracts are required by
the Grants Management Branch, MCHB. Attachment B provides additional guidance on budget
judtification.

The Key Personnel Form

Attachment B-1, may be used as a supplement to the budget narrative. Key personne must be
identified by name (if known), tota percent of time and sdary required under the grant, and if
applicable, amounts provided by in-kind or other sources of funds (including other federal funds) to
support the position. The budget justification for personnd addresses time commitment and skills
required by the project plans. Smilar detailed and itemized judtifications must be provided for
requested travel items, equipment, contractual services, supplies and other categories. Please note
that if indirect costs are requested, the applicant must submit a copy of its latest negotiated rate
agreement (page 11 of 5161-1). Theindirect costsrate refersto the "Other Sponsored
Programg/Activities' rate and not the research rate.

2. Public Hedlth System Impact Statement or Project Abstract
The project abstract may be used in lieu of the one-page PHSIS if the applicant is required to submit a
PHSIS. See Chapter |, Section C.5.

3. Complete, Responsive Application

Applicants musgt submit applications, including line item budgets with modd specific breakouts,
that have been developed in accordance with this gpplication guidance. Each  review criterion should
be fully addressed and provide theinformation requested ina  subgtantive manner.

4.  Preparing the Appendices
Appendices should be brief and supplemental in nature. Refer to the style and format section of this
chapter for specific conventions to be followed in formatting appendices. A list of gppropriate
gppendices follow, dong with the order in which they should be submitted
A. Project Area Needs Assessment- al needs assessment data, such as tabular statisticd data,
maps and charts project and the suggested demographic and Statistical data form.
B. Organizationa chart for grantee and project; Pogition descriptions; Documentation of
rel ationships between the proposed program and affiliated departments, ingtitutions, agencies,
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or individua providers, and the responsbilities of each, i.e., letters of support, understanding
and memoranda of agreement.

C. Evaduation plan for the project. Curriculum vitae of evauator

D. Current or planned role of consortium members describing the current or planned composition
of the primary consortium. As applicable, list the members of the executive/steering
committees of the consortium and chairs. Give a description of the structure, role and the
composition of the consortium, executive/steering committees. Please pecify the members
and chairpersons of each of committee.

E. Other

Checklist
Refer to the Checklist for acomplete listing of al components to be included in the application:

- Organizational characteristics - A chart(s) which identifies the characterigtics of the
gpplicant and the relationship with any other grantee agency programs, summarizes lines of
authority for al key HSl personnd and reflects the actud or planned lines of
communication with the Consortium.

- Position descriptions (not to exceed 2 pages each) for dl professiona and technica
positions for which grant support is requested and any positions of significance (this may
include contractors) to the program that will be supported by other sources. At a
minimum, describe the following:

-- Adminigtrative direction and to whom it is provided;

-- Functiond rdationships (e.g. who individuad reports to and how does this position
fit within its organizationd Sructure;

-- Duties and scope of responsihilities;

--  Minimum qudlifications (eg. the minimum requirements of education, training, and
experience needed to do the job);

- Curricula Vitae -- Include vitag, not to exceed 2 pages each, for each planned key
management positions.  Key project management staff include Project
Director/Coordinator, Fisca Officer, and other relevant saff. Please place these vitae
behind the appropriate position description.
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CHECKLIST FOR COMPETITIVE APPLICATION
FY 2000

SUBMIT 10RIGINAL, INK-SIGNED APPLICATION AND 2 SIGNED COPIES, ALL
NUMBERED AND UNBOUND (FOR EASE OF COPYING). INCLUDE THE FOLLOWING:

1 Letter Of Transmittal including applicant data demonstrating that they meet the
digibility factors
2. Table Of Contents For Entire Application With Page Numbers

Budget | nformation

3. SF 424 Application For Federal Assistance

4, Checklist Included With PHS 5161-1, (Page 27) Application Kit. Provide The Name,
Address, And Telephone Number For Both The Individual Responsible For Day-To-
Day Program Administration And The Finance Officer.

5. SF 424A Budget I nfor mation--Non-Construction Programs

6. Budget Justification (Includes The Narrative, Supplemental Sheetsand Key Personnel
Form) (See ATTACHMENT B)

Federal Assurances

7. ___ Intergovernmental Review Under E.O. 12372, If Required By State
8. Sk 424B Assurances-Non-Congtruction Programs

9. __ Department Certification (45 CFR Part 76)

10. _ Certification Regarding Drug-Free Workplace Requirements

11.  Certification Regarding Debar ment and Suspension

12.  Lobbying Certification

13. _ Public Health System Impact Statement

Description Of Program

14. Project Abstract, Maximum Of Four Pages (see ATTACHMENT A)
15. Project Narrative, Maximum Of 75 Pages
16. Project Appendices, Maximum Of 100 Pages

Disk copies of the submitted application narrative and the project abstract in a format which can
be imported into Word Perfect must also be submitted.
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ATTACHMENT D

PROJECT AREA DEMOGRAPHIC AND STATISTICAL DATA TABLE

Applicant: Sample

VARIABLE WHITE BLACK OTHER (N) HISPANIC
TOTAL ORIGIN*
1990 Census Data * *:
Population by Racia Distribution (number)** 100,000 50,000 25,000 175,000 15,000
# Women of Child-bearing Age (WCBA)** 31,000 15,500 7,750 54,250 4,650
% Children under 18 in families with incomes below 15% 21% 15% 51% 25%
Federal Poverty Level (FPL)**
% Population below 185% FPL ** 20% 25% 15% 60% 50%
1995:
# Live Births 2,385 1,499 839 47773 496
# Birthsto Teens 17 years and younger 83 155 30 268 33
# Birthsto Teens 18 and 19 176 195 45 416 53
#_Live Births to women entering care in the first 1,765 1,019 693 3477 312
trimester
# Live Birthswith No Prenatal Care 790 593 197 1,580 79
# Infant Deaths 31 A 18 83 8
# Neonatal Deaths (28 days or less) 14 23 6 43 3
#Post Neonatal Deaths (29 to 364 days) 17 11 12 40 5
# infants born weighing 2500 grams or.1ess 160 234 A 484 53
# infants born weighing 1500 grams or less 62 61 31 154 30
# infants born with less than 38 weeks gestation 10 11 4 25 2
[ 1996:
#LiveBirths 2,001 1,257 751 4,009 480
# Birthsto Teens 17 years and younger 70 130 25 225 37
#Birthsto Teens 18 and 19 148 164 38 350 51
#_ Live Births to women enteringcare in the first 1,481 855 585 2,921 302
trimester
# Live Birthswith No Prenatal Care 684 532 151 1,367 61
# Infant Deaths 25 28 13 66 7
# Neonatal Deaths (28 days or less) 13 18 6 37 3
#Post Neonatal Deaths (29 to 364 days) 12 10 7 29 4
# infants born weighing 2500 grams or less 134 196 80 410 51
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# infants born weighing 1500 grams or less 60 47 32 139 A
# infants born with less than 38 weeks gestation 10 11 4 25 2
VARIABLE WHITE BLACK OTHER (N) HISPANIC
TOTAL ORIGIN*
1997
# Live Births 1,779 1,096 657 3,532 467
# Birthsto Teens 17 years and younger 63 114 22 199 36
# Birthsto Teens 18 and 19 131 143 33 307 50
#_Live Births to women entering care in the first 1,316 745 512 2,573 294
trimester
# Live Birthswith No Prenatal Care 633 475 119 1,227 39
# Infant Deaths 2 24 10 56 6
# Neonatal Deaths (28 days or less) 11 16 5 32 3
#Post Neonatal Deaths (29 to 364 days) 11 8 5 24 3
# infants born weighing 2500 grams or less 119 171 69 359 49
# infants born weighing 1500 grams or less 65 57 55 177 37
# infants born with less than 38 weeks gestation 10 11 4 25 2
Age Appropriate Immunization Rates of Children
From Birthto 2years
1995 70%
1997 85%
#WCBA Receiving Medicaid
1997 20,000 12,000 8,000 40,000
(Estimated) % WCBA uninsured
1997 50%
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ATTACHMENT D-2

PROJECT AREA DEMOGRAPHIC AND STATISTICAL DATA TABLE

Agglicant:

VARIABLE

1990 Censys Data* *:

WHITE

BLACK OTHER (N) HISPANIC
TOTAL ORIGIN*

Population by Racial Distribution (number)* *

# Women of Child-bearing Age (WCBA)**

% Children under 18 in families with incomes below
Federal Poverty Level (FPL)**

% Population below 185% FPL* *

002,
# Live Births

# Birthsto Teens 17 years and younger

# Birthsto Teens 18 and 19

# Live Births to women entering care in the first
trimester

# Live Births with No Prenatal Care

# Infant Deaths

# Neonatal Deaths (28 days or less)

#Post Neonatal Deaths (29 to 364 days)

# infants born weighing 2500 grams or less

# infants born weighing 1500 grams or less

# infants born with less than 38 weeks gestation

1996:

# Live Births

# Birthsto Teens 17 years and younger

# Birthsto Teens 18 and 19

# Live Births to women entering care in the first
trimester

# Live Births with No Prenatal Care

# Infant Deaths

# Neonatal Deaths (28 days or less)

#Post Neonatal Deaths (29 to 364 days)

# infants born weighing 2500 grams or less

# infants born weighing 1500 grams or less
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# infants born with less than 38 weeks gestation
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VARIABLE WHITE BLACK OTHER (N) HISPANIC
TOTAL ORIGIN

1997

# Live Births

# Birthsto Teens 17 years and younger

# Birthsto Teens 18 and 19

# Live Births to women entering care in the first
trimester

# Live Birthswith No Prenatal Care

# Infant Deaths

# Neonatal Deaths (28 days or less)

#Post Neonatal Deaths (29 to 364 days)

# infants born weighing 2500 grams or less

# infants born weighing 1500 grams or less

# infants born with less than 38 weeks gestation

1998

# Live Births

# Birthsto Teens 17 years and younger

# Birthsto Teens 18 and 19

# Live Birthsto women entering care in the first
trimester

# Live Birthswith No Prenatal Care

# Infant Deaths

# Neonatal Deaths (28 days or less)

#Post Neonatal Deaths (29 to 364 days)

# infants born weighing 2500 grams or less

# infants born weighing 1500 grams or less

# infants born with less than 38 weeks gestation

Age Appropriate Immunization Rates of Children
From Birth to 2years

1995

1997

#WCBA Receiving Medicaid

1997
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Estimated % of familieswith WCBA uninsured

1997

Attachment E
HEALTHY START MODELSOF INTERVENTION

The mission of the Hedthy Start Initiative has been to identify and implement a broad range of
community-based strategies for sgnificantly reducing contributing factors to infant mortality and disparitiesin
perinata heglth in communities with very highrates.  The Hedlthy Start Initiative supported 22 communities
during its demondtration phase which ended in 1997, 15 since 1991, and 7 since 1994. Although the
demondtration Sites had some program aspects which were unique, many common themes emerged. These
themes and the lessons learned in implementing them have formed the foundation for the current Hedlthy
Sart Initiative. These themes will be Hedthy Start's legecy.

At the dart of the Initiative, agreet deal was dready understood about the chief causes of infant
mortaity, such as congenita anomalies, complications from low birthweight, and Sudden Infant Death
Syndrome. It was aso known that early and regular prenatal care isimportant for hedthy pregnancies and
birth outcomes. What was not well understood was why more women were not getting the care they
needed. Also not understood were the approaches that would break down barriersto care that were
dready gpparent, such as limited availability of hedlth care providersin some urban and rurd communities,
compounded by lack of accessble transportation to the few providers available.

Each Hedthy Start community has examined the factors contributing to infant mortdity inits
community, the community's needs, and the resources available for designing community-based gpproaches
to reduce infant mortality. From the common themes of the demondtration phase, in addition to the critical
need for meaningful involvement of the community consortia, eight service modds of intervention emerged
aong with ahogt of lessons learned about implementing them successfully and empowering communities to
reduce contributing factors to low birthweight and infant mortdity, improve positive birth outcomes, and
address effectively the well-being and empowerment of mothers, fathers, and families.

As Hedthy Start looks to the future, new gods include sustaining successful Strategiesin Hedthy Start
communities and replicating these drategies in new communities with high rates of infant mortality and other
disparitiesin perinatd and women's hedlth, using the current Stes as mentors. These models of intervention
will guide the new communities and others as they seek to replicate or adapt programs and strategiesto
address their unique circumstances.

Hedthy Start's modds dl focus on the same goa: community-based reduction of contributing factors to
infant mortdity and adverse perinatal outcomes. The mode s accomplish this through community-based
sarvicesintegration, especidly for those clients at highest risk.

The following information delineates eech Hedlthy Start Intervention Modd, including the definition,
purpose, anticipated results, essentia components, suggested needs assessment indicators, and suggested
performance indicators. The information is not meant to be restrictive or al-encompassing, but to
encourage communities in the formulation of individudized adaptations of the modds.
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1. Healthy Start Organizational Modd: Community-based Consortium

At the heart of the Hedthy Start Initiative is the belief that the community, guided by a consortium of
individuas and organizations-—-including families, community leaders, and organizations from the private,
public, and nonprofit sectors--can best design and implement the services needed by the familiesin that
community. Advised by the consortia, each Hedthy Start project focuses the power of collaboration on the
problem of infant mortality. The community-based consortium is a required mode! .

Definition

Use of alocal community-based consortium/advisory board of consumers (i.e., recipients of project
sarvices resding in the catchment ared), providers, public and private hedth and socia services agencies,
community action agencies, religious organizations, schools, businesses, and othersin an advisory capacity
for program planning, operations, monitoring, and evauation.

Purpose

To partner with the community to reduce infant mortaity and adverse perinatal outcomes by providing
aforma means of two way communication between the project and the community throughout the life of the
project.

Anticipated Results
» Community capacity and infrastructure are strengthened;
* Programsthat reflect community needs and vaues are developed and strengthened;
»  Community knowledge of and investment in the IMR effort are increased,
»  Community and ingtitutional coordination and collaboration are increased,
»  Community understanding of al facets of infant mortdity reduction strategiesisincreased.

Essential Components

» Timeto build consortia. Consortium development is a complex, labor intensve process that
requires long-term team-building activities involving consumers, providers, and public/private sector
entities.

» Membership should reflect the cultural diversity of the community, and should include smdll,
community-based organizations whose capacity will be enhanced by participation in the consortium.

» Sub-structures allowing for increased opportunities for direct participation and pertinent focused
functions, including sub-consortia representing neighborhoods.

» Balance of stakeholders between community, consumer, and provider membership.

» Mechanisms for conflict resolution and the ability to avoid conflicts of interest.

» Support for community participation, including training, child care, trangportation, and observance
of locd culturd customs,

 Participation in dl phases of the project, including decision-making.

» Sustainable infrastructures built on community ownership and empowerment.

Suggested Assessment I ndicators
» Ethnic/racid divergty of consortium is congruent with thet of the project areg;
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» Percentage of consumersin totad consortium membership at beginning of project;

* Number of other collaboratives represented on consortium at beginning of project;

 Ratio of public to private agencies/providers actively involved in the community at the beginning of
the project.

Suggested Performance I ndicators to be Used in Formulating Objectives:.
» Thedegree of consumer participation in the work of the consortium on program and policy
directions for the Hedthy Start Initiative; and
* Increase the capacity (knowledge and skills) of consortium members through provided
traning.

Additional Performance I ndicators Which Could Be Used In Formulating Objectives:
» Plan for continuing program services without federa funding.
» Evidence of sarvicesintegration, including number of joint training across agencies, shared data, and
common data systems

2. Healthy Start Servicelntervention Modd: Care Coordination/Case M anagement
For HS Phase I1, beginning with all communitiesinitially funded in BY 99/2000 thisis a required
model.

Definition
The coordination of services across providers to meet a client’s identified needs through client
assessment, monitoring, facilitation, and follow-up on utilization of needed services.

Purpose
To coordinate services from multiple providers to assure that each family's individua needs are met to
the extent resources are available, and the client agrees with the scope of planned services.

Anticipated Results
» Accessto servicesisincreased;
» Consumer empowerment and satisfaction is increased;
+ Follow-through with service plansis increased;
» Community and indtitutiona coordination and collaboration is developed and increased.

The coordination of the tota care of pregnant and parenting women and their familiesis a cornerstone
of Hedthy Start. Relying on direct relationships between case managers and families, care coordination
helps ensure that families can access the medica, hedlth, and socid services they need, and that projects
know what system barriers families face. Care coordination isfamily-level services integration: care
management's godl is to make services and systems work together to meet each family's needs. Case
managers redlize that individuaized needs assessments and service plans developed in concert with the
woman and her family are more likely to be followed than plans that are made for women. This process
empowers and educates, rather than directs women.

Essential Components
» Broad scope of services, including educeation, prevention, and intervention. Coordination helps
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ensure that families are knowledgeabl e about the services available, receive the services they need,
thet referras are made and completed, and that gaps in services are minimized or avoided.
Pro-active partner ships between case managers, families, service providers, and the community.
Case managers must know the resources as well as they know the clients. Only when case
managers have active partnerships with al involved in service ddivery can appropriate services for
each family be coordinated.

Individuaized needs assessments and service plans developed with families. This process puts each
individud &t the center of care coordination.

Service intensity that matches level of risk. When dl dients risk levels are identified, program
resources are more effectively divided among consumers of services. For example, firg-time
parents and families with histories of violence or substance abuse receive more intense services than
families without such higtories

Service delivery at sites in the community, incdluding homes. This maximizes contact with dlients
by bringing the case managers to the clients. Working in the community gives case managers more
first hand knowledge of each family's environment, behaviors, and needs.

Case manager s who advocate for systems change on behdf of their clients. Advocacy isthe
method for bringing the case managers knowledge of the community back to the hedth care system,
including their own programs. In thisway, care coordingtion is crucid to reducing barriersto care.
Ongoing training of community-based case managers. Training ensuresthat case managers have
the most up-to-date information, continued skill development, and ongoing support necessary to
coordinate care. Because case managers often come from the communitiesin which they work,
training is a source of economic development for the community.

Suggested Needs Assessment | ndicators:

Number of women who enter prenata care, by trimester, and the number of women who receive no
prenatal care;

Projected number of perinatal clients to be recruited;

Number of abuse/neglect cases among infants in project area;

Number, and scope/purpose of other case management programs serving same targeted population
in same project areg;

Prevalence of any risk factor among pregnant women and infants in the project area.

Average annud number of vigts by perinatal women and/or infantsin Emergency Rooms in hospitals
sarving the project area (other than for delivery or * ambulatory-sengtive care);

Number of “no-shows’ for newborn two-week assessment or first well baby vigt;

Average length of hospita stay for high risk newborns after mother is discharged.

Suggested Performance I ndicators To Be Used I n Formulating Objectives:

Increased percentage of completed referrals among infants (i.e., client seen by provider she was
referred to be seen);

Increased percentage of completed referrds among prenata clients (i.e., client seen by provider she
was referred to be seen);

Increased percentage of completed referrals among infant clients with specid health care needs (i.e.,

client seen by provider ghe was referred to be seen); and
Percent of participating postpartum women who receive interconceptiona services.
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3. Healthy Start Service Intervention Modd: Outreach & Client Recruitment

Definition:
Provison of case finding services which actively reach out into the community to recruit perinatd dients.

Purpose:
To identify and enroll clients most in need of Hedthy Start services.

Anticipated Results
e Community knowledge of IMR €effortsisincreased;
» Accessto servicesisincressed,;
* |dentification of community needs, and those most in need of servicesisincreased;
» Enrollment in perinatal care, including Hedlthy Start services, care coordination, and health and
socid servicesisincreased,
* Job training and employment opportunities for community members are increased.

To fulfill their misson, Hedlthy Start projects must provide sarvices to those who are modt difficult to
reach. Client recruitment, through proactive outreach, provides a door to families who have been
underserved by the hedth and socid service sysems. Relying on community members themselves, Hedlthy
Start projects are able to recruit more clients earlier in their pregnancies. Trained community residents go
door-to-door and to other community locations to find women and promote the importance and avail ability
of Hedthy Start services. Frequently outreach workers then work with individua families whom they have
contacted to help them access needed services and complete gpplication and digibility processes. Such
resourceful efforts help to remind and encourage these women to obtain the care they need.

Essential Components:

» Creative and diverse outreach strategies, including targeting a variety of locations.

* Indigenous outreach workers who live in the community, are familiar with the area, and "spesk the
language”’ are most effective in reaching the women in the greatest need of care. Many outreach
programs provide an avenue of employment that enhances self-esteem and provides individua with a
greater sense of persona responsibility and contribution toward the improvement of the
neighborhood and community.

» Outreach workerswho are full members of the health care team. Outreach workers are the
conduit for messages to and from members of the community and need to be recognized and used
asanintegra part of the provider team.

» Ongoing outreach worker training that not only serves the needs of clients, but provides
professond and economic development opportunities for the community and its members. Some
outreach training programs provide college credits to help workers advance their education and
professiona development. Training also provides the support necessary to coordinate care.

» Close coordination with case managers to assure that those identified as needing services actudly
receive those services.

Suggested Needs Assessment I ndicators:
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* Number of clients per outreach worker;

*  Number of women who enter prenatd care, by trimester, dso including the number of women who
receive no prenatal care;

* Projected number of perinatal clients to be recruited;

 Current number of outreach workers serving project areg;

»  Number and scope/purpose of other outreach programs serving same project area, including
number of workers involved.

Suggested Performance I ndicators To Be Used I n Formulating Objectives:
» Number of infants one year of age or younger who have been recruited and receiving services, and,
*  Number of pregnant women who have been recruited and recelving services.

4. Healthy Start Service | ntervention Model: Enhanced Clinical Services

Definition:
Improvement of qudity, avallability and access, and utilization of dlinical servicesthat are usudly offered
by providers such as hedth department clinics, hospitds, and community clinics.

Purpose:
To improve accessihility, quality, and client satisfaction of existing perinatal hedlth services.

Anticipated Results
e Accessto servicesisincreased;
» Consumer satisfaction with servicesisincreased,
 Inditutiona capacity and quality is developed and strengthened.

In many Hedthy Start communities, existing services were not adequate to meet the community’ s needs.
The Hedthy Start communities devel oped strategies to enhance the qudity, access, utilization, and client
satisfaction levels of dinica services usudly provided by agencies such as hedth department clinics,
hospitas, and community clinics. Depending on community needs, these srategies might include increasing
numbers of available providers/specidists, expanding hours or location of sarvices, creating clinic
atmospheres and protocols that are more welcoming to fathers and male partners, and conducting cultural
sengtivity training for providers. Enhancing culturd understanding improves the climate of care and, in turn,
pregnant and parenting women are more likdly to follow through on provider recommendations.

Essential Components

» Holistic approach to client families usudly increases providers satisfaction and makes their
workloads more manageable, helping retain current providers and attract new providers.

» Relating servicesto the needs, priorities and values of the community increases use of services.

» Attention to details. Even smdl changesthat may be perceived as unworthy of expenditures- such
as obgtetrical office decor that apped s to both mothers and fathers-can make clients feed more
welcome and respected.

» Collaboration with clinical service providers. Change cannot be made without support and buy-
in from community providers.

»  Community knowledge of enhanced services.
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 Continuous feedback from consumers and providers.

Suggested Needs Assessment I ndicators:

*  Number of women who enter prenatd care, by trimester, o including the number of women who
receive no prenatal care;

» Average waiting period for first prenatd appointment for clientsin project area (number of days
between cal and appointment); average number of visits by prenata clients/pregnancy;

» Average number of prenatd clients who are at high risk of poor pregnancy outcome;

* Number of active FTE providers by service type (e.g., pediatricians, neonatologists, perinataogists,
OB</CNM ) serving project area population;

»  Number/frequency of continuing education/orientation sessons for al service providers on cultura
sengtivity;

Suggested Performance I ndicators To Be Used I n Formulating Objectives:
» Messure of dient satisfaction with enhanced clinical services.

5. Healthy Start Service Intervention Modd: Family Resour ce Centers

Definition:
Provison of acommunity-driven, comprehengve array of client servicesa asingle, accessble
community location.

Purpose:
To provide access to related services in one central location;

Anticipated Results

» Community capacity and infrastructure is developed and increased;

* A hub for community heslth ectivitiesis crested;

» Accessto servicesisincreased;

» Savicesthat reflect community needs and values are devel oped;

»  Community and ingtitutiona coordination and collaboration isincreased.

Hedthy Start communities have demondirated the positive impact of providing multiple services under
one roof in an accessble community location. Commonly caled “one-stop shopping”, the concept
encompasses co-locating existing materna and pediatric primary hedlth care with on-site Specid
Supplementa Nutrition for Women, Infants and Children (WIC) and/or Medicaid digibility processing,
health education programs, counseling and support services, employment, and other programs. Family
resource centers minimize the number of places clients must go for services, and reduce the number of forms
they must complete. Thisincreases the chance that clientswill have access to and make use of the care and
sarvices they need.

Essential Components:
* Providing an array of family-centered services cregtes a hub of community hedth activities that
promotes hedth and serves the needs of the community.
» Community involvement in planning and guidance of the centers assures that services provided are
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tied to the needs, priorities, and resources of the community.

» Collaboration with existing community resour ces creates opportunities to bring services together,
whether by co-location or by increased coordination, and to maximize knowledge of their existence
and therefore increase utilization.

Suggested Needs Assessment I ndicators:
» Average waiting period for first prenatd gppointment for clientsin project area (number of days
between call and gppointment);
» Average number of vidits by prenatd clients during pregnancy;
* Number of clients currently using each service proposed to be co-located;
» Average monthly number of ‘no-shows' for each service proposed to be co-located in relation to
the total number of appointments;

Suggested Performance I ndicators To Be Used In Formulating Objectives:
» Mesasure of client satisfaction with qudity, culturaly competent co-located services; and
» The proportion of kept gppointments to scheduled gppointments at the Family Resource Center for

areporting period.

6. Healthy Start Service Intervention Model: Risk Prevention and Reduction

Definition:

Provision of specialized services which address population-based or system-oriented issues to reduce,
modify, or eiminate specific stressors or unhedlthy behaviors thet thresten childbearing women and their
families

Purpose:
To reduce risks particularly associated with infant mortality in specific communities.

Anticipated Results
» Theincidence of stressors or unhedthy behaviors which are known to impact infant mortdity is
decreased,;
» Accessto servicesisincreased;
* Intengty of intervention for those mogt at risk for infant mortality isincreased;
» Community and inditutiona coordination and collaboration isincreased;
« Job training and employment opportunities for community members are increased.

Hedthy Start communities have focused specidized services on families experiencing stressors or
practicing behaviors that threaten their hedlth and well-being. Thismode of intervention provides services
that prevent, reduce, or eiminate such stressors as family violence, child abuse, depresson, smoking,
substance abuse, neighborhood crime, economic decline, home essness, and families struggling to keep
father figuresinvolved. Involving mae partnersin dl aress of sarvices has postive long-term effects on the
birth outcome, the mother and her partner. Educationa programs such as parenting and smoking cessation
classes provide support to pregnant women and their families attempting to change behaviors and reduce
rik. Infant Mortdity Reviews asss with identification of systemsissues and provide opportunities for
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community education and input.

Essential Components
» Expansion of existing services, targeted toward specific stressors/behaviors known to negatively
impact on pregnancy outcomes, to include both pregnant women and their families (e.g., substance
abuse trestment, child abuse prevention).
» Risk assessment and identification protocols that identify areas of greatest concern for each client.
» Saff with specialization in risk areas must be recruited and retained.

Suggested Needs Assessment | ndicators:

* Incidence of targeted risk factor (e.g. smoking, substance abuse, family violence) currently among
families of pregnant women in project ares;

» Number, scope and current utilization and/or length of average waiting periods of other programs
providing Smilar risk reduction activities to targeted population residing in project areg;

* Prison hedth: number of female inmates who are pregnant; current scope of prenatal services,
substance abuse trestment and counsding, and trangitiond care available to inmates; level of
support services available for dl family members during perinata period. Number, scope and
current utilizetion of other programs providing Smilar risk reduction activities to inmates in same
inditution/halfway house.

Suggested Performance I ndicators To Be Used I n Formulating Objectives:

* Incidence of risk behaviors such as smoking, substance abuse, family violence and inadequate diet
among pregnant and parenting women and adolescents after recelving specific Hedthy Start funding
Risk Reduction intervention; and

* Improvement in the quality and impact of Fetd and Infant Mortdity Reviews (FIMR) by
demondirating enhancement in the following arees:

1. Representation of the six groups on the project FIMR’ s Case Review Team (CRT):

2. Expected FIMR Reviews compared to total number of infant mortality casesin the Project Area
during the reporting period.

3. Case Record Abstractions completed compared to the number of cases expected to be
reviewed during the reporting period.

4. Maternal FIMR interviews completed compared to the number of cases expected to be
reviewed during the reporting period.

5. CRT Case reviews completed compared to the number of cases expected to be reviewed
during the reporting period.

6. Number of actions ingtituted by project adminigtration as aresult of FIMR recommendations
compared to number of FIMR recommendations sent to project administration.

7. Number of actionsindtituted by project’ s Consortium as aresult of FIMR recommendations
compared to number of FIMR recommendations sent to project’s Consortium.

Healthy Start Service lntervention Moddl: Facilitating Services

Ffinition:
Provison of enabling services such as trandation, trangportation, and child care to assist clientsin receiving services
and participation in infant mortaity programs.
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rpose:
To reduce logigtica barriers to accessing services and activities.

ticipated Results
. Accessto sarvicesisincreased;
. The number of missed gppointments is decreased,;
. Provider and consumer satisfaction is increased;
. Community participation in Hedlthy Start services and activitiesis increased.

In many Hedthy Start communities, services were difficult to access even when they were available. Consumers
lacked the resources to reach the services, and/or the location of the services was inaccessible to them. By

facilitating access to existing and new services, Hedthy Start Sites are able to capitalize on many community
resources and achieve greeter utilization of services.

sential Components

. Coordinated transportation to service sites, or mobile services to increase the number of women reaching
service locations.

. Trained transportation providers who treat clients with respect. It is hepful when trangportation
providers are trained to give health education and to serve as part of the hedlth care case management team.

. On-site or drop-in child care to alow women to bring children with them to gppointments, and to leave them
in care while attending to their own needs or needs of their other children. Child care can be staffed in part by
college students as a practicum for child development coursese  On-site access to bilingual staff, oraly
proficient in foreign languages prevaent in the target community.

. Collaboration with existing community resources that provide facilitating services..

jgested Needs Assessment I ndicators:

. Number of clients who attribute failure to keep gppointments to their lack of transportation and/or child care,
in relation to the total number of clients;

. Number of clients who attribute failure to keep agppointments to the lack of trandation servicesin relation to
the totad number of dients whose primary language is not English;

. Number and scope of existing sources of facilitating services,

. Client and provider knowledge of exidting fecilitating services,

. Utilization rates for existing facilitating services.

jgested Performance I ndicators To Be Used I n Formulating Objectives:
. Messure of client satisfaction with specified facilitating services.

Healthy Start Service Intervention Modd: Education and Training

finition:
Provison of planned education and public information to address risk factors associated with infant mortality, and to
improve individua and community hedth.
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Irpose
To educate the public, clients, and providers regarding hedlth issues and other topics that promote perinatal heglth
and/or enhance the ddivery of perinatd care.

1ticipated Results:
. Community knowledge of and involvement in IMR efforts are increased;
. Hedlth knowledge and behaviors among clients and community members are improved,
e Job training and employment opportunities for community members are increased;
. Knowledge and skills in the health care work force are improved.

Essentid groundwork for a Hedthy Start project includes increasing a community's awareness of infant mortality, its
contributing factors, and the strategies for combating it. Creative events, media outreach, and other
srategies have been employed by every Hedthy Start Ste. Once aware of the issues, Hedthy Start clients
and community members can access specific hedth education programs aimed at reducing infant mortdity,
including nutrition education, childbirth training, parenting education, and others.

In addition, Hedthy Start Sites have provided training and curricula for those who deliver hedth services. Hedthy
Start projects have developed curricula on avariety of perinatal service components including outreach
worker training manuds; childbirth education and parenting education curricula; consortium training and
consumer empowerment; and other audiovisud training and marketing aids. The linkage of these trainings
with college credit/CEUS provides an incentive for greater participation.

ssential Components
. Public information and education campaigns that eevate community awareness of infant mortdity issues,
including creative communication strategies such as bus signs, radio talk shows on loca dtations, and grocery
bag advertisements.
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. Collaboration with existing community resources. Community service directories address the ongoing
need to identify available providers and services.

. Opportunities for education and training that enhance the economic development of the community.

. Curricula that can be adapted to fit the specific needs and culture of a community.

jgested Needs Assessment I ndicators:

. Number, scope and current utilization of other programs providing Smilar educationd  activities to targeted
population;

. Length of average waiting periods of other programs providing smilar educationa activities to targeted
population;

*  Anticipated level of demand for training by recipients of training (e.g. outreach workers);

. Anticipated level of community need for the newly skilled recipients of training;

. Basdine knowledge levd of anticipated recipients of training.

jgested Performance Indicators To Be Used In Formulating Objectives:
. The number of professonas or pargprofessionas trained in this modd’ s activities, and
. Change in prevaence of risk behaviors such as smoking, substance abuse, family violence and behaviors that

lead to poor perinatal outcomes after completion of training.

Healthy Start Service I ntervention Model: Adolescent Programs

finition:
Provision of services which focus on the unique needs of adolescents to help them understand the complexities of
childbearing and the need for pregnancy prevention.

rpose:
To decrease adolescent pregnancy and to improve hedlth care and parenting skills for pregnant and parenting
adolescents.

ticipated Results
*  Adolescents life skills are devel oped;
. Birth rates among adolescents are decreased,;
. Birth outcomes for pregnant adolescents are improved;
. Intensity of intervention for those most &t risk for infant mortdity isincreased;
. Community and indtitutional understanding, coordination, and collaboration around adolescent hedlth issues
are incressed;
. Adolescent utilization of and access to services are increased.

Since asgnificant percentage of low birthweight babies are born to adolescents, they are crucid aliesin the fight
againg infant mortality. Although a-risk, pregnant, or parenting teens require al of the same services as
older women, these services must be designed to meet adolescents specid needs, to engage them, and to
capitdize on the unique prevention opportunitiesthey present.  Hedthy Start Sites provide information and
activities that encourage healthy behaviors, improve self-esteem, and promote abstinence; and that help
adolescents, mae and female, understand the risks of pregnancy aswell as the chalenges of parenting.
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Y oung people need support and services to encourage abstinence and to fed involved in socid interactions
while being empowered to postpone having babies.

ssential Components
*  Adolescent involvement in planning, implementation, and eva uation of services that makes services more
atractive while giving teens hands-on experience in planning and implementing programs.
. Peer education and counseling programs through various activities, including artistic expression.
. Involvement of both adolescent males and females.
. Collaboration with schools to implement school-based hedlth and pregnancy prevention programs that
promote hedlthy lifestyles.

Iggested Needs Assessment I ndicators:

. Pertinent statistics: school drop-out rate; rate of births to teens for two groups-fourteen and under and fifteen
through seventeen; incidence of STDs among teen population; teen suicide rate; runaway and/or homeless
rate; incidence of child physica and sexud abuse; mgor crimes committed by adolescents;
employment/joblessrates;

. Number, scope and current utilization and/or length of average waiting periods of other programs providing
amilar activitiesto teensresding in project ares;

. Education: enrollment and capacity trends of high schools serving the project area; graduation rates; pregnant
teens staying in school; availability of day care or aternative education programs, average SAT and Smilar
scores by school; scope and availability of after-school activities/sports; availability of health education and
abstinence programs.

Iggested Performance I ndicators To Be Used In Formulating Objectives:
. Percentage of adolescent clients who report that they have better life skills after receiving specific Healthy
Start adolescent modd intervention; and
. Changein atitudes, skills, and/or knowledge leve of risk behaviors such as smoking, substance abuse, family
violence, lack or
early and continuous hedlth care among adolescents after completion of intervention.
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ATTACHMENT G
DATA REPORTING REQUIREMENTS

riables Descrl bing Healthy Start Participants
Pregnant participants described by race, ethnicity, age, Medicaid status, entry into prenatal care, and
adequacy of prenatal care;
*  Number of deliveries,
» Postpartum participants described by race, ethnicity, age, Medicaid status, and postpartum medical

care;

 Infant participants described by race, ethnicity, and well child vigits;
*  Number of infant degths, and
o Chaacteridics of Hedthy Start familiesincluding smoking, housing, domestic violence, and family

support.

riables describing services provided by Healthy Start projects

Medica sarvicesincluding prenatd clinic vists, wel baby/pediatric dinic vidits, immunizations, and

family planning;

Adolescent services including adolescent pregnancy prevention, services specific to pregnant teens,

sarvices specific to parenting teens, adolescent health services, and youth empowerment/mentoring
rograms,

P:aoa% management and outreach servicesincluding families asssted through case management,

outreach, and home vigting;

Facilitating services including assistance with transportation, trandation, and child care;

Psychosocia services including substance abuse treetment and counsding, HIV/AIDS treatment and

counsdling, health education services addressing nutrition, HIV/AIDS education, parenting educeation,

childbirth education, and smoking cessation, male support services, housing assstance referras, job

training, menta hedth services, and prisorvjall initiatives, and

Education and training including consortia training, provider training and public information/education.

mmon Performance Indicators

Percent of 1-year-olds who have recelved the full schedule of age-appropriate immunizations against

meades, mumps, rubdlla, polio, diphtheria, pertusss, tetanus, H. Influenza, and hepdtitis B;

Percent of pregnant Hedthy Start participants who initiate prenatd care in the firgt trimester of
pregnancy;

Percent of Low Birth Weight infants born to women who prenataly received Hedthy Start services,

Percent of Very Low Birth Weight infants born to women who prenatally received Healthy Start
Services,

Percent of Preterm infants born to women who prenatally received Hedthy Start services,

Percent of Small for Gestational Age infants born to women who prenatally received Healthy Start
Services,

The degree of consumer participation in the work of the consortium on program and policy

directions for the Hedthy Start Initiative; and

Increased percentage of clients who speak English as a Second Language who enter prenatd carein

firg trimester.

idel Specific Performance Indicators (Consortium)

Increase in the capacity (knowledge and skills) of consortium members through provided training.

idel Specific Performance Indicators (Case Management)

Increased percentage of completed referrals among infants (i.e., client seen by provider she was
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referred to be seen);
* Increased percentage of completed referrals among prenatd clients (i.e., client seen by provider she
was referred to be seen);
* Increased percentage of completed referrals among infant clients with specid hedth care needs (i.e,
client seen by provider he was referred to be seen); and
 Percent of participating postpartum women who receive interconceptiona services.

2del Spoecific Performance Indicators (Outreach)
»  Number of infants one year of age or younger who have been recruited and receiving services, and
*  Number of pregnant women who have been recruited and receiving services.

2del Soecific Performance Indicators (Family Resource Centers)
* Meaaure of client satisfaction with qudity, culturally competent co-located services, and
» The proportion of kept appointments to scheduled appointments at the Family Resource Center for a

reporting period.

2del Soecific Performance Indicators (Enhanced Clinical Services)
*  Messure of dient stisfaction with enhanced clinical services.

2del Specific Performance Indicators (Facilitating Services)
»  Measure of dient satisfaction with specified facilitating services.

odel Specific Performance Indicators (Risk Prevention and Education)

* Incidence of risk behaviors such as smoking, substance abuse, family violence and inadequate diet
among pregnant and parenting women and adolescents after receiving specific Hedthy Start funding Risk
Reduction intervention; and

» Toincrease the number quality and impact of Feta and Infant Mortdity Reviews (FIMR) by
demondrating improvement in the following arees.

* Representation of the six groups on the project FIMR’s Case Review Team (CRT):

» Expected FIMR Reviews compared to total number of infant mortality casesin the Project Areaduring
the reporting period.

» Case Record Abstractions completed compared to the number of cases expected to be reviewed during
the reporting period.

* Maternd FIMR interviews completed compared to the number of cases expected to be reviewed
during the reporting period.

* CRT Casereviews completed compared to the number of cases expected to be reviewed during the
reporting period.

*  Number of actionsingtituted by project administration as a result of FIMR recommendations compared
to number of FIMR recommendations sent to project adminigtration.

»  Number of actionsingtituted by project’s Consortium as a result of FIMR recommendations compared
to number of FIMR recommendations sent to project’ s Consortium.
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SAMPLE CALENDAR YEAR OBJECTIVESIMPLEMENTATION PLAN MODEL : Case M anagement

ATTACHMENT H

Objective

Evaluation Process &
Timeframe

CMT3 By 12/31/00,
80% of the
postpartum women
who were enrolled in
the case management
program will make at
least onevisittoa
health care provider
for
interconceptional/fam
plan services.

(Basdline: 280 of 400
or 70%, of postpartum
women enrolled in
case management,
reported making a
postpartum or
interconceptional
visit to ahealth care
provider.

(Source: case
management log,
patient, provider and
program records) city
vital statistics)

Analysis of case
management |ogs,
questionnaireto
postpartum
participantsto occur
1/30/00 by project
evaluator.

HD and/or
consultantsto
administer preand
post testsfor each in-
servicetraining.

Analysis of sample
set of participant
recordsto determine
barriersto receiving
prenatal careto occur
each quarter by the
Case Management
Team.

Strategy

Developa
prenatal teaching
program to stress
the importance of
family planning.

Aggressive

follow up of
postpartum

women.

Activity, Key Personnel & Timeframe

Patient educator to work with case management team to devel op patient
teaching program. (June- July 2000)

Home visiting team to implement new curriculum that includes
interconceptional/family planning services as part of prenatal teaching.
(July - December 2000)

Case management team to develop a hospital visit post delivery protocol
to reinforce need for postpartum services .(June -December 2000)

Case management team to develop a protocol for telephone
follow up and referral at one week prior (to patient); and one week after
(to health care provider) postpartum visit. (June - December 2000)

Case management team to refer those woman who miss appointments to
outreach workers for follow up.
(June - December 2000)

Collaboration

Work with local
health providersto
establish referral

system.

Work with local
hospital to establish
in hospital teaching
program.

Partner with all
health care providers
to establish data
collection method.

Progress

For this
guidance, this
columnisnot
applicable.
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ATTACHMENT |

FORMAT FOR LOCAL EVALUATION PLAN

PROJECT: City, State

Reporting Period:

L ocal Evaluator: Date of Report:
|. Introduction

I ntroduct| on should include:
an overview of your project’slocd evauation plan;
- adescription of how project objectives will be evauated,
- hedlth outcome performance indicators to be used in evaluation;
- adescription of how performance indicators will be tracked;
- ingtrument development and data collection methods for planned evauations tracking

performance measures (Place in Appendix).
Il. Activities
Describe:
- timeframed evauation activities planned for years 0-4 indicating whether the activities will be

reported collectively or by service moddls,
- problems to overcome with gppropriate solutions,
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